i' 

I 
i 


I 


i 

f-.'i 

4.,! 

■•i 

'i 

■•  j 

'':i 

>1 


■'.V. 


\ 


r‘> 


. f 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/journalofmedical6116medi 


JOURNAL 

|OF  th^'medical 

ASSOCIATION 

I 


IF  MORE  MEN  GRIEE 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  seiwe 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  cricj 
maybe  fewer  would  wind  up  with  duoder, 
ulcers.  But  men  will  be  men— the  sum  total 

their  genes  and  what  th 
are  taught.  Schottstae 
observes  that  wher 
mother  admonishes  h 
son  who  has  hurt  hims( 
that  big  boys  don’t  cry,  s 
is  teaching  hii 
stoicism.^  Crying  is  t 
negation  of  everythii 
society  thinks  of  as  mam 
A boy  starts  defending  I 
manhood  at  an  early  a^ 


Take  away  stre 
you  can  take  away  symptoni 

There  is  no  question  that  stress  plays; 
role  in  the  etiology  of  duodenal  ulce; 
Alvarez^  observes  that  many  a man  with  ; 
ulcer  loses  his  symptoms  the  day  he  shuts  i 
the  office  and  starts  out  on  a vacation.  T 
problem  is,  the  type  of  man  likely  to  have  i 
ulcer  is  the  type  least  likely  to  take  loi' 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action 
Librax.®  For  most  patients,  the  rest  cure 
as  unrealistic  as  it  is  desirable.  Still,  f 
stress  factor  must  be  dealt  with.  And  he 
is  where  the  dual  action  of  adjunctive  Librj, 
can  help.  Librax  is  the  only  drug  that  coi 


References:  1.  Silen,  W. : “Peptic  Ulcer,”  in  Wintrobe,  M.  i 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine, 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  14 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  TT’o/ 
Stress  and  Disease,  ed.  2,  Springfield,  Ilk,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstae 
W.  W.:  Psycho  physiologic  Approach  in  Medical  Pract, 
Chicago,  Ilk,  The  Year  Book  Publishers,  Inc.,  1960,  p.  1 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W. 
Saunders  Company,  1951,  p.  384. 


ines  the  antianxiety 
ction  of  Librium® 
ihlordiazepoxide  HCl) 
ith  the  dependable 
htisecretory/ 
ntispasmodic 
stion  of 
uarzan®  (clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
jnality.  The  action  of  Librium  reduces 
ixiety — helps  protect  the  vulnerable  patient 
"om  the  psychological  overreaction  to  stress 
lat  clutches  his  stomach.  At  the  same  time, 
le  action  of  Quarzan  helps  quiet  the  hyper- 
ctive  gut,  decreasing  hypermotility  and 
ypersecretion. 

An  inner  healing  environment  with  1 
r 2 capsules,  3 or  4 times  daily.  Of  course, 
lere’s  more  to  the  treatment  of  duodenal 
leer  than  a prescription  for  Librax.  The  pa- 
ent — with  your  guidance — will  have  to  ad- 
ist  to  a different  pattern  of  living  if  treat- 
lent  is  to  succeed.  During  this  adjustment 
eriod,  1 or  2 capsules  of  Librax  3 or  4 times 
aily  can  help  establish  a desirable  environ- 
lent  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
ut  it  can  usually  make  it  easier  for  men  to 
[)pe  with  the  discomfort  of  stress— both 
sychic  and  gastric — that  can  precipitate 
^ad  exacerbate  duodenal  ulcer, 
jibrax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

.j,  Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  Instances  syncope  has 
been  reported.  Also  encountered  are  isolated  Instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Oral  Hypoglycemic  Agents 
Where  Do  We  Go  From  Here?* 
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JOHN  A.  OWEN,  JR.,  M.D.,t  Charlottesville,  Virginia 


1 HE  CHOICE  OF  this  topic  for  discussion  in  1971  is 
clearly  and  deliberately  controversial,  implying  that 
we  have  crossed  some  sort  of  a watershed  in  our  use 
of  oral  antidiabetic  agents.  But  it  is  also  clearly  pre- 
mature, for  the  controversy  surrounding  the  Uni- 
versity Group  Diabetes  Program  still  rages  and  the 
time  has  not  yet  come  to  pronounce  the  obituary  of 
sulfonylurea  drugs  and  biguanides.  Nevertheless,  we 
cannot  continue  to  follow  this  immoderately  public 
and  prolix  debate  without  sooner  or  later  yearning 
for  therapy  which  would  be  just  a little  less  con- 
troversial, which  in  turn  leads  to  a restless  kind  of 
speculation  concerning  the  future.  This  need  not  be 
futile.  Already  there  are  enough  scattered  straws  in 
the  wind  to  permit  a limited  look  at  some  future 
therapeutic  approaches  to  diabetes  mellitus,  regard- 
less of  the  eventual  outcome  of  the  UGDP  study. 
Emphasizing  the  new  and  different,  this  review  spe- 
cifically excludes  newer  sulfonylurea  or  biguanide 
drugs. 

Interestingly  enough,  there  are  a number  of  oral 
agents  which  have  proven  hypoglycemic  in  the  lab- 
oratory, although  clinical  studies  are  still  unreported. 
The  senior  citizen  on  this  list  is  probably  hypoglycin, 
the  amino  acid  component  of  the  ackee,  a Jamaican 
fruit.  Captain  Bligh  apparently  imported  this  tree  to 
Jamaica  and  thus  provided  its  name,  Blighia  sapida. 
Hypoglycin  is  only  present  in  the  unripe  fruit, 
which  explains  why  spontaneous  hypoglycemia  rare- 
ly occurs.  However,  in  times  of  great  privation,  na- 
tives have  eaten  the  unripe  ackee  and  become  vic- 
tims of  the  Jamaican  vomiting  sickness,^  which  in- 

* Presented  at  the  annual  meeting  of  the  Georgia  Diabetes  Associa- 
tion, Atlanta,  May  13,  1971. 

t Professor  of  Medicine  and  Director,  Division  of  Clinical  Pharma- 
cology, University  of  Virginia  School  of  Medicine,  Charlottesville, 
Virginia  22901. 


eludes  severe  hypoglycemia,  sometimes  fatal.  A re- 
cent review  by  Bressler  et  al.“  indicates  the  site  of 
action  of  hypoglycin  to  be  an  inhibition  of  fatty  acid 
oxidation.  The  utilization  of  glucose  increases  in 
peripheral  tissues,  perhaps  in  order  to  meet  the 
energy  needs  of  the  organism;  there  is  also  a block 
in  gluconeogenesis  and  the  blood  sugar  falls  pre- 
cipitously. Unfortunately  for  our  therapeutic  hopes, 
any  beneficial  therapeutic  effect  in  hyperglycemic 
states  would  be  offset  by  the  toxic  depression  of  in- 
tracellular coenzyme  A,  and  thus  it  appears  unlikely 
that  hypoglycin  will  ever  be  used  clinically. 

Like  modern  manna  from  heaven,  two  different 
hypoglycemic  plant  substances  have  been  reported 
recently  from  the  Middle  East,  each  with  some  limit- 
ed possibilities.  The  first  of  these  is  a fairly  venerable 
folk  remedy  which,  of  course,  is  in  itself  always  re- 
assuring. The  shepherds  of  Syria  have  long  known 
that  a decoction  of  boiled  roots  of  the  common  desert 
herb,  Poterium  spinosum,  was  quite  efficacious  in 
the  therapy  of  human  diabetes.  Attempts  to  con- 
firm this  impression  have  produced  quite  inconsistent 
results,  but  a recent  paper  by  Shani  (Mishkinsky) 
et  al.^  suggests  the  reason.  Apparently,  it  is  only 
during  May  and  June  that  a hypoglycemic  sub- 
stance can  be  found  in  the  root  bark  of  Poterium 
spinosum  (Figure  1).  The  extract  is  effective  when 
given  by  mouth  to  alloxan  diabetic  rats,  opening 
the  way  for  the  sophisticated  studies  necessary  to 
identify  this  substance  and  to  test  it  systematically 
in  diabetic  humans.  So  far  no  studies  have  been 
undertaken  to  investigate  the  chemical  nature  of  this 
agent. 

Even  more  interesting  has  been  a recent  inquiry 
into  the  life  and  habits  of  the  desert  rat,  Psammomys 
ohesus,  which  flourishes  in  the  deserts  of  North 
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FIGURE  1 

Seasonal  variations  in  hypoglycemic  potency  of  Poterium 
extract  in  alloxan-diabetic  rats  (reproduced  by  permission 
from  Arch.  Int.  Pharmacodyn.  Ther.  185:344,  1970). 

Africa  and  the  Middle  East  where  food  is  sparse  and 
water  is  almost  nonexistent.  When  captured  and 
given  unlimited  access  to  good  laboratory  chow  and 
water,  Psammomys  rapidly  becomes  diabetic,  thus 
telescoping  in  a few  short  weeks  the  entire  patho- 
genesis of  human  maturity-onset  diabetes.  It  has 
been  previously  assumed  that  this  was  due  to  dietary 
overindulgence  in  a genetically  predisposed  animal. 
Aharonson  et  al.^  considered  the  intriguing  alterna- 
tive that  the  desert  rat  becomes  diabetic,  not  be- 
cause of  the  debilitating  effects  of  rich  food,  but  per- 
haps because  it  lacks  some  vital  nutrient  found  in  its 
native  habitat.  Sure  enough,  when  these  authors  in- 
vestigated the  burrows  of  Psammomys  obesus  in 
southern  Israel,  they  found  chewed-up  fragments 
of  plants  which  were  identifiable  as  Atriplex  hali- 
mus,  the  Dead  Sea  saltbush.  Needless  to  say  the  next 
step  was  to  prepare  an  aqueous  extract  of  Atriplex; 
when  this  extract  was  administered  orally  it  pro- 
duced marked  hypoglycemia  in  alloxan-diabetic,  but 
not  in  normal  rats.  The  protective  factor  in  these 
extracts  has  not  been  identified  as  yet,  but  they  con- 
tain high  concentrations  of  sodium  and  potassium. 
While  these  ions  undoubtedly  are  not  crucial  in 
preventing  the  development  of  diabetes,  they  may 
facilitate  the  action  of  other  Atriplex  components. 
(Incidentally,  chromium  has  been  implicated  as  a 
factor  which  improves  glucose  tolerance  in  animals 
and  perhaps  in  man,  but  none  was  found  in  ex- 
tracts of  Atriplex  halimus.)  Since  the  natural  supply 
of  both  Poterium  and  Atriplex  is  quite  limited,  the 
basic  hypoglycemic  substances,  if  clinically  useful, 
would  certainly  have  to  be  synthesized  to  be  effec- 
tive on  a wide  clinical  scale. 


Another  agent  under  active  investigation  (at  ; 
Lederle  Laboratories)  is  the  synthetic  compound, 

1 -methyl-4- (3-methyl-5-isoxazolyl)  pyridinium  chlo- 
ride, which  has  been  reported  to  cause  hypo-  i 
glycemia  in  alloxan-diabetic  animals.-^  The  authors 
express  the  hope  that  this  drug  may  have  some  po- 
tential as  an  antidiabetic  agent  in  man,  but  no  din-  - 
ical  studies  have  been  reported  so  far,  which  is  cer- 
tainly not  encouraging.  Nevertheless,  pyridinium  may 
still  be  a name  to  conjure  with  in  the  future. 

The  next  compound  is  not  an  oral  hypoglycemic 
agent  but  one  which  deserves  attention  because  of 
its  potentially  important  role  in  both  the  patho- 
genesis and  the  treatment  of  diabetes.  Bomstein  and 
his  colleagues  have  reported  a series  of  studies  on  i 
fractions  of  human  growth  hormone. They  have 
isolated  one  fraction  which  has  an  inhibitory  effect 
on  glucose  oxidation  and  triglyceride  synthesis  and 
therefore  acts  as  a diabetogenic  hormone;  this  is 
termed  inhibitory  growth  hormone  (In-G).  The  oth- 
er fragment  appears  to  do  exactly  the  opposite  by 
removing  the  inhibition  and  is  therefore  called  ac- 
celerator growth  hormone  (Ac-G).  The  accelerator 
hormone  is  capable  of  potentiating  the  action  of  in- 
sulin in  normal  human  subjects,  as  well  as  lowering 
blood  sugar  in  diabetic  subjects.  Furthermore,  a 
group  of  diabetics  were  found  to  have  increased 
serum  levels  of  inhibitory  growth  hormone  after 
glucose  stimulation,  whereas  normal  subjects  had 
decreased  serum  levels  of  both  the  inhibitory  and 
accelerator  growth  hormone  under  the  same  condi-  i 
tions.  Thus  we  have  a possible  diabetogenic  factor  ! 
as  well  as  possible  antidiabetic  therapy,  both  frag- 
ments of  the  same  natural  pituitary  hormone.  Wheth- 
er purification  of  Ac-G  polypeptide  would  produce 
a compound  with  therapeutic  potential  is  as  yet  un- 
known. Whether  this  could  be  synthesized  and  ad- 
ministered with  benefit  to  a significant  number  of 
diabetics  is  an  even  bigger  question  which  obviously  ■ 
waits  upon  the  first.  i 

But  a really  clear-eyed  look  into  the  future  re-  ^ 
quires  that  we  stop  at  this  point  and  ask  whether  we  | 
should  continue  the  time-honored  habit  of  equating  j 
antidiabetic  affect  with  hypoglycemic  effect.  After  ‘ 
all,  the  UGDP  showed  that  insulin  in  variable  dos-  ; 
age  was  the  most  effective  program  for  keeping  the  : 
blood  sugar  down.^*^  On  the  other  hand,  the  statistics  i 
from  that  study  also  showed  that  patients  receiving 
no  drugs  at  all,  whose  hyperglycemia  had  returned  ^ 
to  its  former  levels,  had  an  overall  survival  which  ! 
was  no  worse  and  perhaps  a little  better  than  even 
those  insulin-treated  diabetics  with  normal  blood  : 
sugar.  Thus  one  would  conclude  that  hyperglycemia 
per  se  is  not  a threat  and  requires  no  treatment. 
This  is,  of  course,  the  crux  of  the  question  the  UGDP 
set  out  to  answer,  a question  which  is  still  unan- 
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FIGURE  2 

In  vivo  insulin  concentrations  and  in  vitro  adipose  tissue 
and  cell  size  in  normal  individuals  and  in  obese  (I)  and 
reduced  obese  (ID)  subjects.  Obese  I subjects  generally 
had  impaired  glucose  tolerance  which  improved  or  nor- 
malized after  reduction  of  excess  weight  (obese  III) 
(reproduced  bv  permission  from  J.  Clin.  Invest.  47:153, 
1968). 


FIGURE  3 

Body  weight  of  rats  from  large  and  small  litters,  after 
weaning  (reproduced  by  permission  from  J.  Clin.  Invest. 
47:2091,  1968). 


swered.  While  we  wait,  let  us  consider  a more  basic 
approach  to  the  whole  diabetic  spectrum  and  not 
just  modalities  which  merely  lower  the  blood  sugar. 

One  such  approach  is  to  focus  on  one  of  the  ob- 
vious pathogenetic  mechanisms  in  the  development 
of  maturity-onset  diabetes:  For  most  of  these  indi- 
viduals obesity  is  the  mother  of  diabetes,  which  is 
another  way  of  saying  that  diabetes  is  essentially  a 
nutritional  disease. Everyone  knows  how  futile  it 
is  to  attempt  lasting  weight  reduction  in  any  form  of 
obesity.  The  majority  of  obese  patients  never  lose 
as  much  as  20  pounds;  those  who  do  are  all  too 
prone  to  regain  it  within  two  years. Yet  almost  in- 
variably weight  reduction  dramatically  improves  glu- 
cose tolerance  in  middle-aged  diabetics.  Why  can’t 
we  achieve  better  cooperation  in  an  approach  which 
so  obviously  works?  This  above  all  is  the  greatest 
frustration  in  caring  for  adult  diabetes. 

Perhaps  we  can  gain  some  appreciation  of  our 
limitations  from  the  studies  of  Salans  et  al.  at  the 
Rockefeller  Institute.’^  It  is  clear  from  their  work 
that  impaired  glucose  tolerance  is  associated  with 
obesity,  and  that  this  is  mediated  through  increase 
in  the  size  of  adipose  tissue  cells  (Figure  2).  When 
the  patient  reduces,  the  size  of  each  cell  reduces, 
endogenous  insulin  becomes  more  effective,  and 
glucose  tolerance  is  improved.  However,  when  and 
if  the  subjects  regain  their  weight,  the  adipose  tissue 
cells  increase  in  size,  and  their  membranes  again 
become  resistant  to  the  action  of  insulin.  An  animal 
model  for  this  phenomenon  has  been  provided  in 
another  study^^  in  which  litters  of  inbred  rats  were 
rearranged  shortly  after  birth,  so  that  some  mothers 
ended  up  with  22  pups  and  some  with  only  four. 
The  resultant  discrepancies  in  access  to  mother’s 
milk  predictably  left  the  rats  in  the  22-animal  litters 
somewhat  scrawny  and  underweight  as  compared 
to  the  more  fortunate  siblings  in  the  smaller  litters. 


At  the  time  of  weaning  all  animals  were  separated, 
housed  individually,  given  equal  and  unlimited  ac- 
cess to  food  and  water.  Nevertheless  this  early  dif- 
ference in  body  weight  was  maintained  and  even 
enhanced  throughout  the  rest  of  life;  fat  biopsies  in- 
dicate that  the  bigger  animals  always  had  bigger 
adipose  tissue  cells  and  more  of  them  (Figures  3 
and  4). 

If  these  findings  can  be  applied  to  human  growth 
and  development,  we  may  infer  that  there  is  an  in- 
fluence in  neonatal  life  which  stimulates  the  replica- 
tion of  a larger  number  of  adipose  tissue  cells  and 
that  this  superabundance  of  cells  per  se  constitutes 
the  basic  defect  which  predisposes  to  obesity,  just 
as  the  engorgement  of  these  cells  with  triglyceride 
predisposes  to  diabetes.  Pediatricians  are  now  be- 
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FIGURE  4 

Adipose  tissue  cell  number  and  size  from  rats  shown  in 
Figure  3 (reproduced  by  permission  from  J.  Clin.  Invest. 
47:2091,  1968). 
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ginning  to  investigate  the  nutritional  factors  which 
may  be  operant,  even  though  it  may  take  20  years 
or  more  before  the  adult  physique  will  confirm  or 
disprove  predictions  made  during  infancy.  At  present 
we  can  only  say,  on  somewhat  scanty  evidence  at 
that,  that  there  is  no  greater  handicap  than  to  begin 
life  as  a fat  baby.  And  yet  the  factors  which  pro- 
duce a fat  baby  are  perhaps  as  complex  and  elusive 
as  those  which  we  have  previously  sought  in  fat 
adults. 

Admittedly,  the  large-scale  prevention  of  obesity 
as  a means  of  preventing  diabetes  must  be  one  of  the 
most  difficult  and  unrewarding  endeavors  that  a 
man  might  choose  for  himself.  But  unless  the  patho- 
genetic chain  of  events  can  be  broken  somewhere, 
the  long-term  prospects  are  depressing  indeed.  With 
considerable  help  from  the  U.S.  Public  Health  Ser- 
viceis-]  ‘ it  has  been  possible  to  review  our  national 
diabetic  situation  in  1965  and  1969  and  to  project 
what  this  will  mean  to  our  population  in  1979.  This 
prediction  assumes  future  demographic  characteris- 
tics on  the  basis  of  findings  in  previous  census  sur- 
veys. More  important,  it  assumes  linear  increases  in 
the  incidence  and  prevalence  of  diabetes,  in  con- 
tinuation of  the  trend  and  in  proportion  to  the  rate 
at  which  these  have  increased  in  the  past.  These 
calculations  would  indicate  that  by  1979  the  num- 
ber of  total  diabetics,  known  and  unknown,  in  the 
United  States  will  be  about  38  per  1,000  popula- 
tion, as  compared  to  18  per  1,000  in  1960  (Tables 
I and  II).  Furthermore,  in  terms  of  the  predicted 
number  of  practicing  physicians  who  will  be  offering 
primary  care  of  diabetes,  the  patient  load  per  physi- 
cian will  triple,  from  about  40  to  over  125  patients. 
If  one  likes  to  play  with  figures  it  is  possible  to  ex- 
trapolate this  increase  into  the  future  and  predict 
that  by  the  year  2853  A.D.  every  person  in  the 
United  States  will  become  diabetic,  a population 
which  by  then  may  number  3,200,000,000  people. 


TABLE  I 

DIAGNOSED  DIABETES:  1979 

Rate  Per  1,000 

Population, 

Diabetic 

Age 

1959-61 

1965-66 

71979 

1979 

in  1979 

0-24 

1.0 

1.6 

2.8 

112,872,000 

316,042 

25-44 

5.0 

8.0 

14.0 

60,147,000 

842,058 

45-54 

15.2 

20.0 

34.4 

22,470,000 

772,968 

55-64 

31.4 

45.7 

98.6 

20,814,000 

2,052,260 

65-74 

42.4 

64.4 

121.0 

14,235,000 

1,722,435 

75  + 

37.5 

57.9 

119.1 

8,466,000 

1,008,301 

Total 

239,004,000 

6,714,064 

TABLE  n 

UNDIAGNOSED  DIABETES:  1979 


Age 

Rate  Per  1,000 
1959-61  1965-66  71979 

Population, 

1979 

Diabetic 
in  1979 

0-24 

0.7 

0.7 

0.7 

112,872,000 

79,010 

25-44 

5.2 

5.2 

5.2 

60,147,000 

312,764 

45-54 

17.9 

20.6 

28.7 

22,470,000 

644,889 

55-64 

24.2 

24.2 

24.2 

20,814,000 

503,699 

65-74 

26.2 

26.2 

26.2 

14,235,000 

372,957 

75  + 

24.5 

24.5 

24.5 

8,466,000 

207,417 

Total 

239,004,000 

2,120,737 

This  is,  of  course,  a super-nightmare.  But  when  i 
we  awaken,  let  us  ask  ourselves  again;  Is  1971  tool 
early  to  begin  the  search  for  a nutritional  prophy- 1 
laxis  against  the  ever-increasing  numbers  of  obese  I 
middle-aged  diabetics  that  we  see  every  day? 

Before  answering  that  question,  let  us  examine 
one  final  project  that  deserves  considerable  comment. 
Years  ago.  Dr.  Charles  Best  did  some  crystal-gazing 
about  the  future  developments  in  the  management 
of  diabetics.^®  He  spoke  of  the  miniaturization  of 
equipment  used  to  measure  blood  sugar  and  to  dis- 
pense insulin  automatically,  and  speculated  that 
the  time  might  come  when  two  such  devices  might 
be  coupled  so  that  changes  in  circulating  blood 
sugar  could  modulate  the  rate  of  delivery  of  crystal- 
line insulin  from  a plastic  reservoir  into  the  circula-  I 
tion.  The  entire  module  was  conceived  as  an  im-  j 
plantable  mechanism,  not  as  small  as  a pacemaker, 
but  not  so  large  as  an  artificial  kidney.  In  fact  Dr. 
Best  thought  it  might  fit  neatly  into  the  space  pro-  j 
vided  by  a splenectomy,  utilizing  the  idle  splenic  1 
vein  and  artery  for  plumbing  connections.  Only  re-  i 
cently  we  have  all  read  of  the  breakthrough  achieved  i 
by  the  group  working  with  Dr.  Bessman  at  U.S.C.:  i 
A tiny  power  cell  has  been  developed  which  will  i 
provide  the  energy  necessary  to  perform  the  con-  - 
tinuous  measurement  of  blood  sugar  inside  the  body  i 
(Figure  5).  It  should  not  be  too  difficult  now  to  i 
link  this  to  a system  for  the  metered  delivery  of  in-  ■ 
sulin  into  the  circulation  in  response  to  blood  sugar  ■ 
fluctuations.^®  So  the  artificial  pancreas  probably  * 
looms  closer  on  the  horizon  for  diabetics  than  we  j 
would  have  dreamed  a few  months  ago,  making  it  '! 
safe  to  predict  that  most  of  us  will  see  some  carefullv 
selected  diabetic  patients  fitted  with  an  artificial 
pancreas  within  the  next  ten  years. 

Americans  have  been  famous  for  their  ability  to 
hurl  all  of  their  enthusiams  and  energy  into  a 
breakthrough  project.  The  moonshot  concept  epit- 
omizes this  spirit  and  represents  one  of  our  greatest 
national  characteristics.  On  the  other  hand  the  steady, 
persistent  inner  discipline  to  deny  ourselves  those 
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FIGURE  5 

Inorganic  catalyst  membrane  electrode  (Clark  type)  for 
monitoring  oxidizable  sugar  in  body  fluids  (reproduced 
by  permission  of  Drs.  Bessman  and  Schultz).^ 

things  which  are  pleasant,  available,  and  debilitat- 
ing, is  not  an  outstanding  American  characteristic. 
Given  the  problems  of  designing  an  artificial  im- 
plantable pancreas  versus  the  problem  of  persuad- 
ing American  mothers  not  to  make  their  babies 
fat,  it  is  crystal  clear  which  is  a fascinating  and 
achievable  goal  and  which  is  not.  The  time  may 
come  when  the  lucky  diabetic  is  the  one  who  de- 
velops insulin-deficient  diabetes  before  age  30  and 
thereby  becomes  eligible  for  an  artificial  pancreas. 
The  middle-aged  obese  diabetic  with  persistent  en- 
dogenous insulin  secretion  is  going  to  remain  an 
ever-growing  medical  and  perhaps  political  prob- 
lem. Let’s  hope  some  dynamic,  idealistic,  charismatic 
statesman  will  not  one  day  wage  a presidential 
campaign  on  the  platform  of  an  artificial  pancreas 
for  every  middle-aged  American  voter!  This  is  an- 
other nightmare,  but  to  what  will  we  awaken? 

After  oral  hypoglycemic  agents,  where  do  we  go 
from  here?  I don’t  know.  All  drug  therapy  is,  after 
all,  an  attempt  to  catch  up  with  a metabolic  jait 
accompli.  The  real  challenge,  the  unlimited  oppor- 
tunity, is  in  the  prophylaxis  of  diabetes.  Perhaps 
we  need  to  endure  some  therapeutic  disappoint- 
ments in  order  to  finally  get  excited  about  preven- 
tion. 
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This  procedure  should  be  considered  in 
every  patient  in  whom  the  diagnosis 
of  coronary  artery  disease  enters 
the  differential  diagnosis. 

Coronary  Cinearteriography  in  the 
Diagnosis  of  Arteriosclerotic  Heart  Disease 

ARNOLDO  FIEDOTIN,  M.D.,  Atlanta 


^ J_  HE  DIAGNOSIS  of  coronary  atheromatous  disease 
has  classically  depended  on  the  subjective  evalua- 
tion by  the  physician  of  chest  pain  described  by  pa- 
tients with  infinitely  variable  subjective  response  to 
stress.  Since  Heberden’s  description  of  angina,  we 
have  always  relied  on  the  patient’s  sensation  of  sub- 
sternal  constrictive  distress  produced  by  exercise 
and  relieved  by  rest  as  the  principal  manifestation  of 
myocardial  ischemia.  We  continue  to  insist  and, 
justifiably  so,  in  the  clinical  syndrome,  and  have 
long  ago  learned  to  accept  our  failures  at  diagnosis 
with  resignation. 

Our  diagnostic  ability  was  greatly  enhanced  with 
the  development  of  electrocardiography  and  this 
progressed  even  farther  with  the  advent  of  the  ex- 
ercise electrocardiogram.  Despite  our  increasing  so- 
phistication, we  still  accept  the  rather  frequent  “false 
positive”  and  “false  negatives”  within  the  context 
of  our  ability  to  diagnose  coronary  atheromatous 
disease.  Because  of  these  limitations  in  clinical  prac- 
tice, we  have  been  able  to  recognize  this  disease  in 
our  patients  only  after  it  has  progressed  to  the 
point  of  obstruction  severe  enough  to  produce  tran- 
sient or  permanent  secondary  changes  in  the  left 
ventricular  myocardium.  These  diagnoses  are,  of 
course,  based  upon  recognition  of  the  complica- 
tions of  coronary  atherosclerosis,  rather  than  upon 
objective  demonstration  of  the  presence  and  ex- 
tent of  the  primary  arterial  disease.  The  limitations 
imposed  by  these  diagnostic  criteria  have  been  re- 
sponsible for  the  production  of  iatrogenic  disability 
on  one  hand  and  unjustified  reassurance  to  patients 
with  eminently  fatal  disease  on  the  other. 

Obviously,  a safe,  definite  and  reproducible 
method  for  demonstrating  the  physical  characteris- 
tics of  the  human  coronary  artery  tree,  which  could 
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be  used  in  any  phase  of  the  natural  history  of  this 
condition  in  the  living  human  being,  was  needed  to 
provide  a more  dependable  diagnostic  standard  for 
the  recognition  of  coronary  artery  disease.  During 
the  last  11  years,  selective  coronary  cinearteriog- 
raphy has  filled  that  gap  and  has  become  the  most 
accurate  diagnostic  test  currently  used  for  diagnosis 
of  coronary  arteriosclerosis. 

The  test  is  carried  out  in  the  Cardiac  Catheteriza- 
tion Laboratory,  which  has  an  especially  adapted 
X-ray  equipment  with  image  intensification  system, 
coupled  to  a TV  chain  and  high-speed  35  mm. 
einematography.  The  patient  lies  on  an  electrically- 
operated  rotating  cradle  which  allows  for  the  easy 
performance  of  the  test  in  different  projections.  The 
electrocardiogram  is  constantly  monitored  in  a spe- 
cial oscilloscope  and  these  variables  can  be  record- 
ed by  a special  camera  whenever  indicated.  Two 
defibrillators  are  always  fully  charged  during  per- 
formance of  the  test  as  a safety  measure.  The  studies 
are  also  recorded  in  a videotape  machine  to  permit 
instant  playback  and  as  an  extra  precaution,  in 
case  of  difficulty  in  the  developing  of  the  film.  The 
most  important  factor,  however,  is  the  high  quality, 
motivation,  and  capability  of  the  nursing  personnel 
in  the  laboratory.  No  amount  of  electronic  gadgetiy 
can  replace  their  experience. 

When  the  patient  comes  to  the  catheterization 
laboratory  in  the  morning,  he  is  placed  in  the  ro- 
tating cradle  and  ECG  electrodes  are  connected.  A 
cutdown  is  performed  in  the  right  antecubital  fossa, 
after  premedication  with  phenobarbital  and  usually 
penicillin,  and  a specially  designed  catheter  with  a 
tapered  end  is  advanced  retrograde  via  the  right 
brachial  artery  into  the  left  ventricle.  Pressures  are 
recorded  in  that  chamber  and  on  pullback  to  the 
aortic  root.  Both  coronary  arteries  are  then  se- 
lectively opacified  in  several  projections,  using  ra- 
diopaque contrast  material,  to  permit  visualization 
of  the  entire  coronary  arterial  tree  down  to  branches 
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of  approximately  300  microns  in  diameter,  and  their 
appearance  is  recorded  in  35  mm.  film,  at  60 
frames/sec.  A left  ventriculogram  is  always  per- 
formed as  an  integral  part  of  the  procedure  in  order 
to  evaluate  the  status  of  the  left  ventricular  myo- 
cardium and  the  mitral  valve  apparatus.  The  cathe- 
ter is  then  withdrawn  and  the  artery  sutured  to 
maintain  blood  flow. 

The  procedure  usually  takes  one  hour  for  com- 
pletion and  the  patient  is  returned  to  his  room, 
where  he  is  served  breakfast  or  lunch.  When  the 
test  is  performed  as  an  out-patient  procedure,  the 
patient  is  observed  in  our  Short  Stay  Service  for  a 
few  hours  and  then  is  discharged  in  the  afternoon. 

Indications 

Except  for  obvious  situations,  which  will  be 
touched  upon  later,  coronary  cinearteriography  is 
indicated  on  every  patient  in  whom  the  diagnosis  of 
coronary  artery  disease  enters  the  differential  diag- 
nosis. Putting  it  another  way,  there  are  diagnostic, 
as  well  as  therapeutic,  indications  for  performing 
this  test.  As  a diagnostic  tool,  it  is  used  in  case  of 
atypical  chest  pain.  The  medical  and  socio-economic 
implications  of  a correct  or  incorrect  diagnosis  are 
so  obvious  that  I need  not  dwell  on  the  subject.  The 
need  for  this  test  becomes  even  more  apparent  when 
an  atypical  chest  pain  is  accompanied  by  non-specific 
ECG  abnormalities  which  are  interpreted  as  being 
ischemic. 

On  the  other  hand,  the  test  is  also  indicated  in 
patients  with  classical  angina,  with  or  without  pre- 
vious infarction,  in  order  to  evaluate  the  possibility 
of  a myocardial  revascularization  procedure  that  may 
improve  myocardial  perfusion.  As  the  constantly  im- 
proving surgical  techniques  have  reached  the  stage  of 
an  accepted  approach  to  coronary  artery  disease,  the 
number  of  patients  undergoing  diagnostic  coronary 
arteriography  has  been  constantly  increasing,  since 
the  diagnosis  of  the  precise  anatomic  location  of  the 
atheromatous  lesions  is  a fundamental  requirement 
for  a logical  surgical  approach. 

To  summarize  the  indications,  at  the  present  time 
selective  coronary  cinearteriography  is  routinely  per- 
formed in  all  patients  in  whom  the  diagnosis  of 
coronary  atherosclerosis  is  suspected,  or  in  whom 
the  diagnosis  has  been  established  on  the  basis  of 
clinical  grounds,  when  there  is  reason  to  believe 
that  surgical  intervention  may  offer  benefit  to  the 
patient. 

The  studies  are  not  performed  for  two  to  three 
months  following  an  acute  myocardial  infarction,  if 
the  patient  is  obese  and  will  tax  the  capabilities  of 
the  radiographic  equipment,  or  if  there  is  congestive 
heart  failure  which  may  be  controlled  by  ade- 
quate medical  management.  It  is  not  routinely  per- 


formed in  patients  beyond  the  age  of  70  years,  or  in 
patients  with  diffuse  scar  tissue  replacement  of  the 
left  ventricular  myocardium  resulting  in  gross  car- 
diomegaly  due  to  previous  multiple  infarctions. 
However,  the  study  is  indicated  in  patients  in  whom 
congestive  heart  failure  may  be  the  result  of  a ven- 
tricular aneurysm,  as  excision  of  the  aneurysm  is 
accompanied  by  marked  improvement  of  the  clin- 
ical picture  and,  obviously,  in  these  cases,  angina 
need  not  be  present. 

It  should  be  emphasized  that  this  is  not  a study 
that  should  be  used  in  terminal  cases  of  the  disease 
when  all  measures  of  medical  management  have 
failed,  but  it  is  most  effectively  employed  at  the 
earliest  possible  time  after  the  appearance  of  angina 
pectoris  or  electrocardiographic  manifestations  in- 
dicative of  myocardial  ischemia. 

Coronary  cinearteriography  is  performed  routine- 
ly during  diagnostic  cardiac  catheterization  in  pa- 
tients with  rheumatic  heart  disease,  especially  in  se- 
vere aortic  lesions.  It  is  of  interest  to  note  that  more 
and  more  cardiac  surgeons  insist  in  preoperative 
evaluation  of  the  coronary  artery  system  in  patients 
undergoing  surgery  for  rheumatic  or  congenital 
heart  disease.  The  coronary  arteries  are  also  visual- 
ized in  all  patients  with  ventricular  septal  defects 
and  tetralogy  of  Fallot,  as  major  anomalous  coro- 
nary artery  branches  have,  in  the  past,  been  acci- 
dentally cut  during  right  ventriculotomy  incident 
to  surgical  repair  of  those  lesions. 

Complications 

The  mortality  associated  with  performance  of  this 
test  varies  between  0.1  and  0.3  per  cent  in  well 
equipped  and  staffed  laboratories.  We  had  one 
death  in  800  cases.  Higher,  and  I may  add,  totally 
unacceptable,  figures  have  been  reported  from  some 
centers,  but  close  examination  of  such  institutions 
have  always  disclosed  that  serious  technical  faults 
were  responsible.  As  a matter  of  fact,  the  higher 
mortality  figures  reported  with  the  Judkins  percu- 
taneous technique  are  no  doubt  related  to  the  fact 
that  the  technique  is  all  too  simple  and  therefore 
inviting  to  the  inexperienced  physician  lacking  the 
necessary  background,  with  the  consequent  disas- 
trous results. 

The  most  serious  complication  of  the  test  is  ven- 
tricular fibrillation;  its  frequency  has  been  drastical- 
ly reduced  with  the  use  of  Meglumine  Diatrizoate 
as  the  contrast  agent.  We  have  not  had  a single 
episode  of  ventricular  fibrillation  in  the  last  two 
years.  Nevertheless,  the  personnel  in  the  labora- 
tory constantly  rehearses  defibrillation  routines, 
which  in  the  past  has  allowed  us  to  always  success- 
fully defibrillate  a patient  in  less  than  15  seconds. 
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As  I mentioned,  the  ECG  is  constantly  monitored 
by  the  nurse  during  this  procedure. 

Sinus  bradycardia  is  occasionally  encountered 
during  the  injections,  and  this  responds  to  explosive 
coughing,  a technique  which  is  taught  to  the  patient 
prior  to  the  performance  of  the  test.  Atropine  sul- 
fate, incidentally,  is  always  loaded  in  a syringe  in 
the  catheterization  table  and  it  can  be  injected  in- 
tra-aortically,  if  necessary. 

Minor  allergic  reactions  to  the  contrast  material 
have  been  encountered  and  they  have  always  re- 
sponded to  Benadryl  and/or  hydrocortisone.  Seg- 
mental occlusion  of  the  brachial  artery  at  the  site  of 
the  arteriotomy  occurs  in  approximately  5 per  cent 
of  the  patients,  but  it  is  very  rarely  symptomatic 
and  has  required  thromboembolectomy  in  only  0.3 
per  cent,  as  collateral  circulation  around  the  elbow 
has  been  adequate  to  prevent  measurable  disability 
or  tissue  loss.  The  hazards  of  selective  coronary 
cinearteriography  are  quite  acceptable,  obviously,  in 
view  of  the  objectives  obtained. 


Summary 

Coronary  cinearteriography  is  now  recognized  as 
the  standard  test  for  the  diagnosis  of  human  coro- 
nary atherosclerosis  against  which  all  other  tests  are 
evaluated  and,  from  a therapeutic  standpoint,  to- 
gether with  direct  coronary  artery  surgical  methods 
(venous  bypasses),  improve  the  potential  for  in- 
creased productivity  and  survival  of  thousands  of 
our  contemporaries. 

265  Ivy  Street,  N.E. 


Ma  UcLtd^ 

Dispensing  Opticians 
Quality  and  Service  Since  1905 


105  PEACHTREE  STREET,  N.E. 

W.  W.  ORR  DOCTORS  BUILDING 
BAPTIST  PROFESSIONAL  BUILDING 
SHEFFIELD  MEMORIAL  BUILDING 


They’ve  been  coming  for  34  years  . . . 

They  like  our  meeting,  and  they  like  Neiv  Orleans. 
We  think  you  will  too. 


THE  MEW  DHIEAMS  GRADUATE  MEDIEAL  ASSEMBLY 


35th  Annual  Meeting  March  6-9,  1972 — Fairmont  Roosevelt  Hotel 


GUEST  SPEAKERS 


Louis  R.  Orkin,  M.D.,  San  Diego,  Calif. — Anesthesiology 
Walter  Bimbaum,  M.D.,  San  Francisco,  Calif. — Colon  & 
Rectal  Surgery 

Richard  Winkelmann,  M.D.,  Rochester,  Minn. — Dermatol- 
ogy 

H.  Worth  Boyce,  Jr.,  M.D.,  Washington,  D.C. — Gastroen- 
terology 

J.  Jerome  Wildgen,  M.D.,  Kalispell,  Mont. — General  Prac- 
tice 

William  A.  Little,  M.D.,  Miami,  Fla. — Gynecology 
Sol  Sherry,  M.D.,  Philadelphia,  Pa. — Internal  Medicine 
Noble  Fowler,  M.D.,  Cincinnati,  Ohio — Internal  Medicine 
Frank  H.  Mayfield,  M.D.,  Cincinnati,  Ohio — Neurosurgery 


C.  D.  Christian,  M.D.,  Ph.D.,  Tucson,  Ariz. — Obstetrics 

Roderick  Macdonald,  Jr.,  M.D.,  Louisville,  Ky. — Ophthal- 
mology 

J.  T.  Hartman,  M.D.,  Lubbock,  Tex. — Orthopedic  Surgery 
Robert  B.  Lewy,  Jr.,  M.D.,  Chicago,  111. — Otholaryngology 
John  Bernard  Henry,  M.D.,  Syracuse,  N.Y. — Pathology 
Arnold  P.  Gold,  M.D.,  New  York,  N.Y. — Pediatrics 
George  N.  Stein,  M.D.,  Philadelphia,  Pa. — Radiology 
W.  Gerald  Austen,  M.D.,  Boston,  Mass.- — Surgery 
John  E.  Hoopes,  M.D.,  Baltimore,  Md. — SurgeT~y 
Harry  M.  Spence,  M.D.,  Dallas,  Tex. — Urology 


Pre-meeting  Symposium  by  Lederle  March  5 
“Our  Polluted  Environment — Its  Problems  for  the  Clinician” 

*Clinicopathologic  conference  *Luncheons  *Medical  mo-  This  program  is  acceptable  for  twenty -two  (22)  prescribed 

tion  pictures  *Technical  Exhibits  *Entertainment  for  hours  and  eight  (8)  elective  hours  by  The  American 

wives  Academy  of  Family  Physicians. 

All-inclusive  Registration  Fee  $35 

Send  inquiries  to:  The  New  Orleans  Graduate  Medical  Assembly 
1430  Tulane  Avenue,  New  Orleans,  La.  70112 


8 


J.M.A.  GEORGIA 


Much  of  the  interest  in  omental  disease 
lies  in  its  simulation  of  acute 
appendicitis  or  gallbladder  disease. 


Lesions  of  the  Omentum* * 

BHONGTEP  SINGHABHANDHU,  M.D.;  CHARLES  RITZ,  B.S.,  M.S.  (Physiology); 
STEPHEN  W.  GRAY,  Ph.D.;  M.  D.  VOHMAN,  M.D.,  F.C.A.P.;  and 
JOHN  E.  SKANDALAKIS,  M.D.,  Ph.D.,  F.A.C.S.,  Adanta 


C)uR  RECENT  EXPERIENCES  with  a few  cascs  of 
omental  pathology  have  prompted  us  to  examine 
the  literature  and  report  our  cases.  Much  of  the  in- 
terest in  omental  disease  lies  in  its  simulation  of 
acute  appendicitis  or  gallbladder  disease.  Perhaps 
because  of  the  improbability  of  omental  disease  it 
is  rarely  diagnosed  before  the  abdomen  is  opened. 

Development  and  Physiology 

Embryologically  the  greater  omentum  forms  as  a 
sac  of  redundant  dorsal  mesentery  of  the  stomach. 
The  two  walls  of  the  sac  subsequently  fuse  to  one 
another  and  to  the  anterior  surface  of  the  trans- 
verse colon  and  the  mesocolon. 

Physiologically  the  function  of  the  omentum  is 
obscure  despite  numerous  investigations  and  even 
more  numerous  speculations.  The  most  recent  studies 
and  probably  the  most  extensive  were  done  by 
Walker  and  his  colleagues  (1960,  1963).  Five  spe- 
cific functions  may  be  assigned: 

(1)  The  omentum  serves  to  fix  several  organs 
to  each  other  and  to  the  body  wall. 

(2)  The  omentum  acts  as  a reservoir  of  phago- 
cytes and  potential  antibodies  to  large  areas  of 
the  abdomen  and  its  contents. 

(3)  The  omentum  may  wall  off  focuses  of  in- 
fection by  its  physical  presence. 

(4)  The  omentum  may  revascularize  areas  of 
impaired  circulation  in  the  abdomen. 

(5)  The  omentum  serves  to  clear  abdominal 
peritoneal  and  visceral  surfaces  by  actively  ab- 
sorbing particulate  material. 

The  last  three  functions  have  been  demonstrated 
in  experimental  animals  and  probably,  but  not  cer- 
tainly, can  take  place  in  humans. 


From  the  Departments  of  Surgery  and  Pathology,  Piedmont  Hos- 
pital, Atlanta,  Georgia,  and  the  Department  of  Anatomy,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia. 

* Publication  No.  1038,  Division  of  Basic  Health  Sciences,  Emorv 
University. 


Lesions  of  the  Omentum 

Among  primary  diseases  of  the  omentum  the  fol- 
lowing clinical  entities  have  been  observed.  None 
are  common: 

( 1 ) Infarction  and  torsion  of  the  omentum 

(2)  Cysts  of  the  omentum 

(3)  Benign  and  malignant  tumors  of  the 
omentum 

(4)  Congenital  malformations  of  the  omentum 

Only  lesions  of  the  first  two  groups  have  been 
seen  recently  at  Piedmont  Hospital.  Six  cases,  two  of 
infarction,  two  of  torsion,  and  two  of  omental  cysts 
will  be  described. 

Case  Histories 
I.  Omental  Infarction 

Case  1.  The  patient  (J.  M.  309960),  a 73-year- 
old  white  male,  was  hospitalized  complaining  of  in- 
termittent abdominal  swelling  and  dull  pain  in  the 
left  lower  quadrant  for  one  week  prior  to  admission. 
Pain  was  not  related  to  food  nor  activity  but  was  as- 
sociated with  mild  nausea  and  vomiting.  Previous 
attacks  had  been  treated  conservatively  elsewhere. 
At  operation,  the  abnormal  findings  were  confined 
to  the  abdomen  which  was  moderately  distended. 
Some  tenderness  was  present  in  the  left  lower  quad- 
rant and  a mass  was  palpable.  No  muscular  rigidity 
or  rebound  sign  was  felt.  The  white  cell  count  was 
5,000.  At  operation,  a yellowish-green,  firm  mass 
was  found  at  the  dependent  portion  of  the  omentum. 
After  excision  it  measured  IVi  inches  in  diameter. 
The  pathologic  report  was  an  area  of  fat  necrosis. 
This  area  was  infiltrated  by  lymphocytes,  plasma 
cells,  pigment-laden  macrophages,  and  giant  cells. 
Some  fibrosis  was  seen.  The  patient’s  postoperative 
recovery  was  uncomplicated. 

Case  2.  The  patient  (L.  P.  305337),  a 72-year- 
old  white  female  was  admitted  to  the  hospital  com- 
plaining of  malaise,  rhinorrhea,  and  generalized 
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II.  Omental  Torsion 


body  ache  for  five  weeks.  She  had  atrial  fibrillation 
and  had  been  on  Digoxin  for  several  years.  She  had 
a history  of  hypertension  and  stroke  five  years  ago. 
A right  carotid  endarterectomy  was  performed  and 
she  recovered  from  hemiparesis.  On  admission  the 
patient  appeared  in  marked  respiratory  distress.  She 
became  lethargic  and  developed  generalized  abdom- 
inal pain  with  severe  tenderness  on  the  third  day. 
The  abdomen  was  rigid  and  the  rebound  sign  was 
present  all  over.  Surgical  and  urological  consulta- 
tions were  made  and  the  general  impressions  were 
acute  abdomen  probably  secondary  to  mesenteric 
thrombosis  and  pre-renal  failure.  On  the  following 
day,  she  became  polyuric  with  urinary  output  of 
about  two  liters.  The  abdominal  findings  remained 
unchanged  and  her  mental  condition  deteriorated. 
She  was  then  explored  and  at  operation,  a large 
amount  of  bloody  fluid  was  found  in  the  abdomen. 


FIGURE  1 

Omental  infarction,  Case  2.  The  hemorrhagic,  edematous 
mass  was  removed  from  the  free  edge  of  the  omentum. 

On  the  free  edge  of  the  omentum,  there  was  a 
hemorrhagic  and  edematous  mass  measuring  four 
inches  in  size  (Figure  1).  Right  salpingo-oophorec- 
tomy  and  omentectomy  were  performed.  Patholog- 
ical reports  were  thecoma  and  serous  cystadenoma 
of  the  right  ovary  and  right  hydrosalpinx.  Micro- 
scopic examination  of  the  omentum  presented  evi- 
dence of  polyarteritis  nodosa  involving  small  arteri- 
oles characterized  by  thrombosis,  fibrinoid  degenera- 
tion of  the  wall,  and  heavy  infiltration  of  inflamma- 
tory cells  in  the  perivascular  tissue  extending  into 
the  media  and  intima.  Postoperatively  the  patient 
developed  myoclonic  seizures,  lapsed  into  uncon- 
sciousness, and  expired  on  the  seventh  postoperative 
day.  Autopsy  permission  was  not  granted. 


Case  3.  The  patient  (H.  E.  297908),  a 35-year- 
old  white  male  was  admitted  to  the  hospital  with  the 
complaint  of  severe  right-sided  abdominal  pain  for 
three  days.  The  pain  became  worse  and  he  was 
nauseated.  He  had  been  told  many  years  ago  he  had 
a gastric  ulcer  and  had  noted  a feeling  of  indigestion 
and  dull  postprandial  pain  for  three  months.  Upper 
gastrointestinal  series,  intravenous  pyelogram,  and 
gallbladder  series  were  done.  The  gallbladder  was 
not  visualized.  The  only  abnormal  findings  were  se- 
vere pain  and  tenderness  with  muscular  rigidity  and 
rebound  on  the  right  side  of  the  abdomen.  White 
blood  cell  count  was  11,900  c.mm.  The  diagnosis  of 
acute  cholecystitis  was  made  and  exploration  was 
undertaken.  A moderate  amount  of  bloody  fluid 
was  found  on  opening  the  peritoneum.  The  ap- 
pendix and  gallbladder  appeared  normal.  A reddish- 
brown  mass,  three  by  six  inches,  on  the  right  side 
of  the  omentum  (Figure  2)  was  twisted  and  ad- 
herent to  the  ascending  colon.  The  mass  was  ex- 
cised; microscopic  examination  showed  hemor- 
rhagic infarction  characterized  by  a large  area  of 
hemorrhage,  dilatation  of  the  vascular  channels,  and 
foci  of  necrosis  and  inflammation.  The  patient  was 
discharged  later  with  no  complications. 


FIGURE  2 


Omental  torsion,  Case  3.  The  lai-ge  twisted  mass  of 
omentum  was  hemorrhage,  inflamed,  and  necrotic. 

Case  4.  The  patient  (S.  K.  278476),  a six-year- 
old  white  boy  was  admitted  complaining  of  dull  ab- 
dominal pain  in  the  right  lower  quadrant  for  three 
days  prior  to  admission.  The  pain  increased  in  de- 
gree and  frequency  on  the  day  of  admission.  He  was 
nauseated  and  vomited  several  times.  The  white  ceU 
count  was  7,500.  The  pertinent  findings  were  limited 
to  the  abdomen  which  was  tender  in  the  lower  right 
quadrant,  without  muscular  rigidity  or  rebound.  The 
patient  was  operated  upon  with  the  suspicion  of 
acute  appendicitis.  At  operation,  the  right  side  of 
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the  omentum  was  found  twisted.  The  appendix  was 
normal.  Appendectomy  and  excision  of  the  omental 
mass  were  performed.  This  mass  was  on  the  de- 
pendent portion  of  the  right  side  of  the  omentum, 
dark  red,  and  three  by  one  by  one  inches  in  size. 

Discussion 

Omental  infarction  may  be  primary  or  it  may  be 
the  result  of  torsion.  The  most  convenient  classifica- 
tion is  that  cited  by  Takita  (1965)  and  extended  by 
Anton  and  his  colleagues  (1945)  : 

A.  Omental  infarction  due  to  thrombosis 

This  may  be  of  inflammatory,  traumatic  or  idio- 
pathic origin.  Hernia  or  adhesions  may  be  im- 
plicated. 

B.  Omental  infarction  due  to  torsion. 

1 . Primary,  of  idiopathic  origin. 

2.  Secondary,  due  to  hernia,  adhesions  from 
previous  surgery,  or  from  other  abdominal  or 
pelvic  disease. 

Our  Cases  1 and  2 belong  to  Group  A.  Such  cases 
are  rare.  The  first  case  was  described  in  a man  sus- 
pected of  appendicitis  in  1920  by  Eberts.  By  1965 
only  90  cases  were  in  the  literature. 

Our  Cases  3 and  4 belong  to  Group  Bl,  torsion, 
which  takes  place  in  the  absence  of  other  abdominal 
disease.  First  described  in  1899  by  Eitel,  more  than 
165  cases  have  been  reported.  By  contrast,  omental 
torsion  of  Group  B2  secondary  to  surgery  or  disease 
is  very  common. 

Many  diverse  theories  have  been  developed  to 
explain  the  etiopathogenesis  of  omental  infarction. 
Rabinovitch  and  Pines  (1940)  advanced  a theory, 
following  their  experiments  in  rabbits,  which  at- 
tributed venous  thrombus  formation,  the  leading 
cause  of  the  infarction,  to  the  stretching  of  the 
omental  vein.  Totten  (1942)  believed  that  any  in- 
creased intra-abdominal  tension  such  as  sneezing, 
straining,  coughing  following  meals,  may  lead  to 
the  rupture  of  some  dependent  engorged  veins  of 
the  omentum  and  cause  hemorrhagic  extravasation 
and  a secondary  thrombosis. 

Payr  (1906)  explained  idiopathic  torsion  of  the 
omentum  as  a result  of  the  twisting  of  engorged 
veins  around  the  tense  artery  of  the  omentum.  The 
omental  veins  are  larger,  longer  and  more  tortuous 
than  the  arteries  and  hence  may  be  easily  com- 
pressed by  any  condition  causing  increased  intra- 
abdominal pressure. 

As  increased  abdominal  pressure  is  a frequent, 
daily  occurrence  in  the  human  body,  these  me- 
chanical explanations  seem  implausible  unless  there 
are  contributing  causes,  either  in  the  form  of  the 
omentum  or  in  the  walls  of  the  blood  vessels  as  in 
our  Case  2.  Much  as  the  term  “idiopathic”  bothers 
the  medical  scientist,  he  must  be  suspicious  of  facile 


explanations  which  serve  only  to  relieve  his  discom- 
fort! 

Pathological  Picture 

Primary  infarction  and  primary  torsion  have  a 
similar  microscopic  and  macroscopic  picture.  The 
affected  area  appears  hemorrhagic,  edematous,  and 
gangrenous.  Microscopically,  there  is  venous  con- 
gestion, thrombosis,  and  extravasation  of  the  blood 
within  the  necrotic  fatty  tissue.  The  area  is  also  in- 
filtrated by  inflammatory  cells,  mainly  leukocytes. 

Symptoms 

Because  of  their  rarity,  infarction  and  torsion  of 
the  omentum  are  not  usually  included  in  the  differ- 
ential diagnosis  of  the  acute  abdomen.  Both  condi- 
tions may  easily  be  mistaken  for  appendicitis  or 
cholecystitis.  Among  165  cases  of  primary  omental 
torsion,  72  per  cent  were  diagnosed  as  acute  appen- 
dicitis; 11  per  cent  as  acute  cholecystitis  (Mainzer 
and  Simoes  1964). 

Diagnosis 

Most  patients  with  omental  infarction  or  torsion 
present  with  fever,  tachycardia,  and  right  lower 
quadrant  pain.  The  pain  usually  begins  suddenly, 
and  is  constant  following  meals  or  during  physical 
exertion.  The  pain  may  be  diffused,  but  in  two 
thirds  of  patients  it  is  localized  in  the  right  lower 
quadrant.  The  duration  of  the  pain  is  longer  than 
in  appendicitis,  sometimes  as  long  as  four  to  five 
days  prior  to  admission.  Frequently  absent  in  the 
torsion  patients  are  gastrointestinal  symptoms  such 
as  diarrhea,  nausea  and  anorexia. 

Fever  of  over  101°  F was  found  in  only  11  of  165 
patients  with  primary  torsion  (Mainzer  and  Simoes 
1964).  Leucocytosis  in  excess  of  12,000  was  found 
in  two  thirds  of  the  cases.  An  intra- abdominal  mass 
can  be  felt  in  one  third  of  patients  examined. 

Muscular  rigidity  and  other  peritoneal  signs  are 
not  frequent.  Serosanguineous  fluid  and  bloody  fluid 
in  the  abdomen  commonly  accompany  omental  in- 
farction. Primary  infarction  affects  males  and  females 
equally;  those  affected  are  usually  between  20  to 
55  years  of  age.  Among  165  cases  of  primary  tor- 
sion, there  were  91  males  and  64  females.  There 
were  more  children  in  the  primary  infarction  group 
(21  per  cent)  than  in  the  primary  torsion  group 
(15  per  cent).  The  difference  is  probably  not  sig- 
nificant. 

Treatment 

Because  the  symptoms  of  omental  infarction  and 
torsion  mimic  those  of  acute  abdominal  inflamma- 
tion, abdominal  exploration  is  usually  necessary. 
Resection  of  the  affected  omental  tissue  is  the  only 
accepted  treatment.  Untwisting  the  torsion  for  drain- 
age of  the  infarcted  area  cannot  be  recommended. 
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III.  Omental  Cysts 

Case  5.  The  patient  (L.  M.  95688),  a 34-year-old 
white  female,  gravida  nine,  para  three,  was  ad- 
mitted complaining  of  pain  in  the  right  side  of  the 
abdomen  and  history  of  dysmenorrhea  for  seven 
years  starting  approximately  one  year  after  her  last 
delivery.  Pain  was  steady,  dull,  and  subsided  spon- 
taneously. She  had  appendectomy  and  tubal  liga- 
tion at  the  ages  of  10  and  26.  The  pertinent  positive 
findings  were  some  tenderness  and  a vaguely  felt 
mass  in  the  right  lower  quadrant.  This  mass  was  also 
palpable  in  the  right  adnexa.  She  underwent  an  ex- 
ploration for  this  mass  and  a dilatation  and  curett- 
age. At  operation  the  left  ovary  was  found  to  con- 
tain a cyst  measuring  two  inches  in  diameter;  the 
right  ovary  also  had  a smaller  translucent  cyst.  There 
was  a third  clear  cyst,  two  inches  in  size  at  the  tip 
of  the  omentum.  Resection  of  the  omental  cyst,  left 
oophorectomy  and  right  partial  oophorectomy  were 
done.  Microscopic  examination  showed  the  right 
ovarian  cysts  to  be  follicular,  and  the  left  ovarian 
cyst  to  be  luteal.  The  omental  cyst  had  a thin  fibrous 
wall  lined  with  low  cuboidal  epithelium  and  the 
fluid  content  was  clear.  Her  postoperative  course  was 
uneventful. 

Case  6.  The  patient  (T.  C.  232559),  a 46-year- 
old  white  female,  gravida  three,  para  three,  entered 
the  hospital  complaining  of  heavy  menstrual  flow 
lasting  more  than  six  days.  She  had  cesarean  section 
in  1952.  The  only  positive  findings  were  irregular 
and  enlarged  uterus.  No  masses  were  palpable.  To- 
tal abdominal  hysterectomy,  left  salpingo-oophorec- 
tomy,  and  right  salpingectomy  were  performed.  At 
operation,  the  uterus  was  enlarged,  with  multiple 
leiomyomas.  The  left  uterine  tube  had  a firm  nodule 
and  multiple  cystic  structures.  The  right  ovary  was 
cystic  and  a small  cystic  hydatid  was  attached  by  a 
thin  fibrous  stalk.  An  incidental  finding  was  a thin- 
walled  cyst  at  the  tip  of  the  omentum  two-thirds 
inch  in  diameter.  This  cyst  was  excised.  Its  fluid 
content  was  yellowish,  clear.  The  lining  of  the  cyst 
wall  was  composed  of  one  to  two  layers  of  flat  to 
cuboidal  cells.  The  nature  of  the  cyst  was  not  de- 
termined. 

Discussion 

Gairdner  first  described  an  omental  cyst  in  1851; 
since  then  more  than  100  cases  have  been  reported. 
With  some  exceptions  they  are  similar  to  cysts  of  the 
mesentery  and  mesocolon  because  of  the  common 
origin  of  these  structures  from  the  primitive  dorsal 
mesentery.  Cysts  of  all  kinds  are  less  frequent  in 
the  omentum  because  cystic  duplications  of  the  gut 


are  limited  to  the  mesentery  and  mesocolon,  and 
cystic  remnants  of  urogenital  origin  are  retroperito- 
neal or  at  the  mesenteric  root.  Burnett  and  his  col- 
leagues (1950)  found  only  four  lymphatic  cysts  in 
the  omentum  compared  with  93  cysts  in  the  mesen- 
tery of  the  small  intestine. 

Although  most  omental  cysts  are  described  as 
lymphangiomatous,  their  origin  is  not  proved.  The 
late  onset  and  rapid  growth  of  many  such  cysts  has 
encouraged  belief  in  an  acquired  rather  than  a 
congenital  origin.  Nevertheless  the  experimental  ob- 
struction oflymphatics  have  failed  to  produce  cysts 
(Lee  1942). 

Pseudocysts,  infective  or  malignant  (Beahrs  and 
Dockerty  1950),  occur  occasionally  and  dermoid 
cysts  are  known  (Mumey  1928).  It  is  quite  pos- 
sible that  the  latter  may  become  detached  from  the 
ovary  and  subsequently  adhere  to  the  omentum. 

The  typical  lymphangiomatous  cyst  is  unilocular 
or  multilocular,  containing  fluid  varying  from  watery 
to  gelatinous,  milky  or  bloody.  The  cyst  wall  is 
usually  fibrous  and  may  contain  a few  muscle 
fibers.  The  epithelium  may  be  squamous,  cuboidal, 
or  it  may  be  absent  due  to  pressure  necrosis  (Skan- 
dalakis  1955).  In  our  cases  the  walls  were  of  cu- 
boidal epithelium  and  the  contents  were  clear. 

Symptoms 

The  primary  complaint  is  abdominal  distention  of 
long  duration  and  dull,  constant  pain.  Some  patients 
present  gastrointestinal  and  genitourinary  symptoms 
secondarily  caused  by  pressure  from  the  cyst.  Sud- 
den onset  of  severe  pain  may  foUow  torsion  or 
rupture  of  the  cyst,  hemorrhage  into  the  cyst,  or  a 
secondary  inflammation.  Physical  examination  may 
reveal  a palpable,  soft  cystic  mass.  Omental  cysts 
are  ordinarily  mobile,  similar  to  long  pedicled  ovari- 
an cysts.  The  manipulation  of  the  cyst  does  not  as  a 
rule  induce  the  motion  of  the  uterus.  RadiologicaUy, 
the  cyst  may  appear  homogenous  with  sharp  and 
regular  margins.  The  mass  may  change  in  its  con- 
tour, level  and  position  in  relation  to  other  organs 
when  the  films  are  taken  in  various  positions.  At 
times,  an  intravenous  pyelogram,  upper  gastrointes- 
tinal series,  small  bowel  series,  or  barium  enema 
may  demonstrate  the  organ  displacement. 

The  exact  nature  of  the  two  simple  omental  cysts 
reported  here  is  not  clear.  They  have  identical  macro- 
scopic and  microscopic  appearance.  They  are  uni- 
locular, with  a thin  fibrous  wall  lined  with  one  or 
two  layers  of  low  cuboidal  epithelium.  They  are  not 
apparently  endothelial  as  might  be  expected  from 
Lahey’s  classification  (Lahey  1934).  By  Peterson’s 
classification  of  nearly  40  years  ago,  these  cysts  be- 
long to  the  pseudocyst  group.  This  is  highly  im- 
probable. 

We  feel  that  the  present  classifications  of  simple 
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cysts  of  many  abdominal  organs  is  of  little  use  in  de- 
termining the  origin,  predicting  the  course,  or  sug- 
gesting the  treatment  of  these  uncommon,  but  not 
rare  lesions. 

Treatment 

Because  of  the  symptoms,  abdominal  exploration 
of  the  patient  is  justified.  The  treatment  of  choice  is 
excision  of  the  cyst  and  adjacent  omentum.  In  the 
present  state  of  our  knowledge,  wide  resection  is 
mandatory.  Partial  resection  of  the  gut  or  other  or- 
gans adherent  to  the  cyst  as  the  result  of  secondary 
inflammation  or  malignant  infiltration  may  be  in- 
evitable. 

Summary 

Six  cases,  illustrating  three  lesions  of  the  greater 
omentum  are  presented. 
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Anterior  Cervical  Disc  Excision  and  Fusion 


HUGH  S.  THOMPSON,  JR.,  M.D.,  East  Point 


X HE  PROBLEM  OF  NECK,  shoulder,  arm,  and  hand 
pain  has  been,  and  continues  to  be,  a difficult  diag- 
nostic problem.  There  are  many  causes  which  in- 
vade the  realm  of  a wide  variety  of  specialists  and 
general  practitioners.  These  include  cervical  rib  syn- 
drome, anterior  scalene  syndrome,  hyperabduction 
syndrome,  costoclavicular  syndrome,  minor  and 
major  causalgias  affecting  the  upper  extremity,  Su- 
deck’s  atrophy,  acroparaesthesia,  carpal  tunnel  syn- 
drome, cervical  arthritis,  cervical  disc  rupture,  cer- 
vical disc  degeneration,  and  post-traumatic  condi- 
tions such  as  malunion  and  subluxation  of  the  cer- 
vical vertebrae. 

Anterior  disc  excision  and  fusion  has  become 
available  for  the  treatment  of  lesions  involving  the 
discs,  degenerative  localized  arthritis  and  spur  for- 
mations. Also,  it  is  a less  traumatic  method  of  cer- 
vical fusion  in  cases  of  instability  resulting  from 
fracture-dislocations . 

This  article  outlines  the  results  in  15  patients  fol- 
lowed from  two  months  to  three  years.  There  are 
six  male  and  nine  female  patients.  A discogram  was 
done  at  the  time  of  surgery  in  all  patients  and  a 
cervical  myelogram  in  nine.  The  myelogram  was 
definitely  positive  in  two  cases.  All  were  improved 
with  little  or  no  pain  or  disability,  except  for  one 
who  had  a fusion  at  three  levels.  She  developed  a 
non-union  and  later  a repeat  fusion  was  performed 
with  good  results.  There  were  no  operative  compli- 
cations. 

There  were  six  patients  with  a history  of  a gradual 
onset.  Eight  had  a definite  history  of  trauma  and 
five  were  involved  in  rear-end  collisions.  One  patient 
had  a loose  disc  fragment  removed. 

The  symptoms  in  most  of  these  cases  consisted  of 
head  and  neck  ache  and  pain  in  the  shoulder  with 
occasional  radiation  into  the  hand.  Frequently,  the 
most  comfortable  position  is  one  of  abduction  and 
external  rotation  of  the  arm,  similar  to  the  salute 
position. 


Presented  at  the  117th  Annual  Session  of  the  Medical  Association 
of  Georgia,  Atlanta,  Georgia,  May  13-16,  1971. 


Lesions  involving  the  discs  between  the  fifth  and 
sixth  cervical  vertebrae  and  between  the  sixth  and 
seventh  vertebrae  are  most  common.  Lateral  hernia- 
tions of  the  discs  between  C5  and  C6  usually  com- 
press the  sixth  cervical  root.  Those  between  C6  and 
C7  compress  the  seventh  cervical  root  and  those 
much  rarer  herniations  between  C7  and  T1  com- 
press upon  the  eighth  cervical  root. 

Fifth  cervical  disc  lesions  frequently  exhibit  pain 
in  the  neck,  top  of  the  shoulder,  vertebral  border  of 
the  scapula  and  occasionally  the  anterior  chest  and 
outer  aspect  of  the  arm  and  into  the  thumb.  Also, 
there  may  be  numbness  of  the  thumb,  weakness  in 
elbow  flexion  and  decrease  in  the  biceps  reflex. 

Sixth  cervical  disc  compression  of  the  seventh  cer- 
vical nerve  root  also  causes  pain  in  the  neck  and 
shoulder,  pain  of  the  vertebral  border  of  the  scapula, 
outer  arm  pain,  and  pain  into  the  index  and  mid- 
dle fingers.  Numbness  of  the  index  and  middle  fin- 
ger is  often  present  and  weakness  of  the  triceps  mus- 
cle with  decrease  in  the  triceps  reflex  is  noted.  This 
is  much  more  prominent  than  the  changes  found  in 
the  biceps  reflex  in  C5  disc  lesions. 

Seventh  cervical  disc  compression  of  the  eighth 
cervical  nerve  root  are  the  least  common  and  most 
difficult  to  recognize.  There  is  neck  and  inner  arm 
pain  with  occasional  numbness  along  the  ulna  bor- 
der of  the  hand  and  little  finger.  Usually  no  reflex 
changes  are  found.  The  lesion  is  best  confirmed  by 
myelography. 

The  method  of  operation  is  essentially  that  of 
Smith  and  Robinson  reported  in  The  Journal  of 
Bone  and  Joint  Surgery  in  1958. 

Operation 

A left  anterolateral  transverse  incision  is  made 
in  the  lower  one-third  of  the  neck,  similar  to  the 
thyroid  incision.  The  sternocleidomastoid  and  carotid 
bundle  are  retracted  laterally,  and  the  trachea  and 
esophagus  are  retracted  medially.  The  intermuscular 
plane  is  relatively  avascular.  The  pretrachial  fascia 
is  incised  and  the  anterior  spinal  column  is  then 
visualized.  A small  needle  is  inserted  in  the  sus- 
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pected  disc  space  and  a radiopaque  solution  of 
hypaque  is  injected.  In  a pathological  disc,  two  or 
three  ml.  can  be  injected  easily,  whereas  in  a nor- 
mal disc,  only  ?io  ml.  can  be  injected  without  con- 
siderable force.  X-rays  are  then  taken  in  the  op- 
eration room  and  the  bone  graft  is  removed  from 
the  right  iliac  crest  while  the  films  are  being  de- 
veloped. 

The  pathological  disc  will  show  extrusion  of  the 
solution  laterally  and  beneath  the  posterior  longi- 
tudinal ligament.  The  most  frequently  alTected  areas 
are  the  C5  and  C6  discs. 

The  disc  is  removed  by  raising  a flap  of  the  an- 
terior longitudinal  ligament  and  excising  the  disc 
with  pituitary  rongeurs  and  curets.  The  head  is  main- 
tained in  strong  traction  while  the  graft  is  inserted 
into  the  disc  space.  The  wound  is  closed  and  a Pen- 


rose drain  is  inserted  for  24  hours.  A plastic  collar 
is  worn  for  six  to  eight  weeks.  The  usual  hospital 
stay  is  six  to  eight  days  postoperatively. 

Summary 

A description  of  anterior  cervical  disc  excision 
and  fusion  including  the  results  in  15  patients  is 
given.  Some  of  the  more  frequent  findings  are 
noted.  Since  this  article  was  prepared,  approximate- 
ly 40  additional  patients  have  been  operated  upon 
with  essentially  the  same  results. 

This  operation  appears  to  add  considerably  to  our 
armamentarium  in  the  treatment  of  carefully  select- 
ed patients  with  neck,  shoulder,  arm  and  hand 
pain. 

1203  Cleveland  Avenue 
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CONFERENCE  ON  PROBLEMS  IN 
PEDIATRIC  ANESTHESIOLOGY 


The  Georgia  and  South  Carolina  Societies  of  Anes- 
thesiologists will  present  a conference  on  “Problems  in 
Pediatric  Anesthesiology,”  Saturday,  February  26  and 
Sunday,  February  27,  1972,  at  the  Medical  College  of 
Georgia  Auditorium,  Augusta,  Georgia. 

Subjects  to  be  presented  and  participants  are:  “Man- 
agement of  the  Pediatric  Asthmatic,”  Russell  C.  Ra- 
phaely,  M.D.,  Medical  Director  of  Inhalation  Therapy, 
Children’s  Hospital  of  Philadelphia;  “Fluid  Administra- 
tion in  Pediatric  Anesthesiology,”  E.  Warner  Ahlgren, 


M.D.,  Director,  Pediatric  Anesthesiology,  University 
of  Texas  Medical  School  at  Dallas;  “Toward  More 
Sensible  Monitoring  in  Pediatric  Anesthesia,”  Robert 
M.  Smith,  M.D.,  Director  of  Anesthesia,  Children’s 
Hospital  Medical  Center,  Boston. 

Doctors  Ahlgren,  Raphaely,  Smith,  and  Thomas  L. 
Tidmore,  Jr.,  Chief  of  Anesthesia,  Henrietta  Egleston 
Hospital  for  Children,  Atlanta,  will  participate  in  a 
panel  on  “Problems  in  Pediatric  Anesthesiology.” 
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Willingway 

offers  the  touch  cmd  the  time  . . . and  the  answers 
for  problems  of  drug  dependency  conditions.  . . . 


And  in  this  place  one  will  find  a new  facility,  lo- 
cated in  a terrace  of  eleven  acres  of  beautiful 
south  Georgia  woodland.  There,  Willingway  is 
set  within  a single-story,  multi-level  hospital,  de- 
signed with  the  residential  feeling,  with  26  private 
rooms  and  baths,  arranged  in  an  intimate  home- 
like atmosphere. 

All  living  units  ore  individually  decorated  and 
furnished  with  wall  to  wall  carpeting. 

Closely  connected  to  the  living  units  are  comfort- 
able lounges  with  a coffee  and  snack  bar  open 
around  the  clock  where  informal  group  therapy 
is  in  constant  motion. 

Willingway  is  dedicated  to  the  home-like  atmo- 
sphere. This  dedication  is  enhanced  with  a large 
day  room;  inside  and  outside  patios;  a dining 
room  where  home  cooked  meals  ore  served;  a 
library  and  conference  rooms  for  reading  and  the 
solitude  of  quiet  moments. 


tion,  thus  providing  a fresh  start  away  from  the 
pressures. 

Willingway  is  a whole  new  concept.  Its  program 
has  attracted  nationwide  attention  from  many  pro- 
fessional societies.  It,  too,  has  attracted  people 
who  seek  the  answer  that  Willingway  offers  for 
the  problem  of  alcoholism  or  drug  addiction. 
There  ore  a few  simple  regulations  which  help 
form  this  new  concept.  Anyone  requesting  admit- 
tance to  Willingway  must  agree  to  a few  easy  to 
follow  requirements,  i.e.,  remain  for  at  least  28 
days  with  no  visitors,  no  telephone  calls,  no  auto- 
mobiles, or  other  outside  distractions. 

Willingway  would  like  to  hear  from  you  if  you  are 
interested  in  additional  information  on  the  pro- 
gram or  if  you  need  help. 

For  further  information  write: 

Willingway 

Post  Office  Box  508 

Statesboro,  Georgia  30458 


Within  the  world  of  Willingway,  there  is  purpose. 
And  for  that  purpose  the  clinical  arrangement  of 
Willingway  offers  the  modern  facilities 
niques  available  for  withdrawal  and 


Dorothy  R.  Mooney,  Adm. 
John  Mooney,  Jr.,  M.D. 


311  Jones  Mill  Road 
(912)  764-6236 
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(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN®  also  available  as  250-mg  capsules 

(TETRACYCLINE  HCl) 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  NY  10017 


EDITORIALS 


Government  Reorganization 
and  the  Physician 

CJovernor  Carter’s  proposal  to  reorganize  state  government  demonstrates  be- 
yond  doubt  the  need  for  physicians  to  stay  in  close  touch  with  their  elected  repre- 
sentatives at  all  levels  of  government. 

Reflecting  the  obvious  MAG  majority  position,  your  Journal  has  previously 
editorialized  against  the  Governor’s  plan  as  it  affects  health  care.  It  is  not  the  pur- 
pose of  this  editorial  to  repeat  that  message.  Rather  it  is  to  use  this  legislative 
crisis  to  illustrate  the  absolute  necessity  for  active  membership  involvement  in  this 
or  any  other  matter  of  interest,  if  we  are  to  have  effective  influence  on  the  out- 
come. 

If  we  object  to  what  is  being  proposed  then  it  is  incumbent  upon  us  to  protest. 
Representative  government  demands  of  its  citizen  a continuous  expression.  The 
greater  the  knowledge  possessed  by  the  individual,  particularly  knowledge  of  a 
technical  variety  needed  for  the  smooth  operation  of  government,  the  greater  the 
need  for  that  individual  to  express  himself — for  or  against — issues  of  public  policy. 

Let  no  one  assume  that  somebody  else  wiU  do  your  job  for  you.  Number  one, 
they  won’t,  and  number  two,  if  they  do,  it  won’t  be  done  the  same. 

Those  who  wonder  why  MAG  seems  preoccupied  with  urging  greater  and 
greater  involvement  in  public  affairs  will  hopefully  see  in  the  reorganization  crisis 
the  almost  perfect  illustration  of  the  point.  The  point  being  that  unless  you  make 
your  full  weight  felt  government  will  serve  those  who  do  make  their  weight  felt 
and  their  voices  heard.  Unless  you  write  letters,  personally  call  your  Senators  and 
Representatives  and  insist  upon  a fair  hearing,  then  government  will  serve  those 
who  do. 

We  wish  we  could  better  enjoy  the  reorganization  proposal  as  a mere  academic 
exercise  to  illustrate  our  point.  Unfortunately  it  is  much  too  serious  for  that.  As 
incredible  as  it  may  seem,  the  medical  profession  is  literally  on  the  threshold  of 
losing  control  over  a vital  and  significant  segment  of  the  practice  of  medicine. 
What  makes  the  matter  all  the  worse  is  the  almost  certain  conclusion  that  the  role 
of  public  health  wiU  be  expanded — very  probably  into  many  areas  heretofore  re- 
garded as  areas  to  be  served  by  the  private  sector. 

None  of  this  need  ever  happen.  It  is  by  no  means  inevitable.  Unless  we  are 
willing  to  fight — write  letters,  speak  to  elected  officials  and  do  the  other  necessar}’ 
communications  chores — then  the  outcome  seems  totally  predictable. 

In  the  idiom  of  the  street,  which  seems  appropriate  to  the  issue,  now  is  the  time 
to  put  up  or  shut  up. 
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PRESIDENT'S  LETTER 


THE  LEADERSHIP  AND  NEW  MEMBERS 

CONFERENCE 


IBefore  the  year  1972  has  a change  to  get  any  older,  I want  to  remind  the 
county  and  district  medical  officers  of  the  splendid  leadership  conference  that  is 
coming  up  February  19  and  20.  It  is  going  to  be  held  at  the  Sheraton-Biltmore 
in  Atlanta.  Dr.  J.  Watts  Lipscomb,  along  with  Dr.  Tully  Blalock  and  Dr.  Norman 
Berry,  has  gone  all  out  and  put  together  a humdinger  of  a program  for  your  bene- 
fit. This  will  be  our  14th  annual  leadership  conference.  I have  been  fortunate 
enough  to  have  attended  some  six  or  eight  and  it  was  my  suggestion  two  years 
ago  that  every  new  member  of  MAG  was  missing  the  boat  if  he  failed  to  take 
advantage  of  this  meeting  to  learn  what  the  AMA  and  MAG  have  to  offer — how 
these  organizations  operate  and  the  advantages  of  being  a participating  member 
and  not  just  a dues  payer.  After  all,  it’s  from  the  new  members  that  our  future 
leadership  will  come  and  the  sooner  they  get  their  feet  wet  the  better  it  will  be. 

As  you  know,  both  organizations  have  always  stood  for  the  preservation  of 
the  right  of  their  members  to  practice  free  of  government  control.  This  stand 
comes  from  the  house  of  delegates,  and  officers,  who  are  elected  from  the  mem- 
bership. Because  both  your  state  and  national  organizations  are  so  highly  visible 
and  because  they  do  not  hesitate  to  speak  up  in  any  and  all  matters  of  health, 
they  become  vulnerable  to  the  slings  and  arrows  of  all  who  seek  to  change  the 
health  care  delivery  system.  These  include  elected  officials  and  radicals  of  the  new 
left,  those  of  the  extreme  right,  labor  leaders,  pressure  groups,  social  planners, 
and  professors.  Those  who  seek  changes  are  not  all  wrong,  for  we  know  that  im- 
provements in  keeping  with  the  times  are  essential,  but  to  change  the  whole  system 
just  for  the  sake  of  change  is  wrong  and  is  for  the  birds.  (Oops,  I’m  about  to  get 
to  preaching,  and  getting  away  from  what  I started  out  with — the  upcoming 
LEADERSHIP  CONFERENCE.) 

The  theme  this  year  is  built  around  “Ecology  of  Medical  Practice.”  Maybe  a 
better  title  would  be  “Who’s  Putting  the  Stink  in  OUR  AIR?”  I know  this  is  going 
to  be  a good  conference  and  you  will  receive  a copy  of  the  program,  if  you  haven’t 
already.  Since  having  the  new  members  join  with  the  county  officers  is  partly  my 
brainchild,  I hope  they  will  take  advantage  of  this  occasion  to  learn  more  about 
the  inner  workings.  Come,  ask  questions,  and  don’t  let  up  until  you  are  satisfied 
and  feel  that  you  understand  how  all  the  parts  of  your  organization  operate. 
Everyone  knows  that  a better  informed  membership  makes  for  better  members 
and  better  future  officers  and  it  is  from  your  group  (our  new  members)  that  these 
must  come. 

I’m  looking  forward  to  seeing  you  next  month  as  we  discuss  THE  POLLUTION 
SOLUTIONS,  and 

I’ll  be  seeing  you. 

fV.  C.  Mitchell,  M.D. 

President,  Medical  Association  of  Ga. 
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CANCER  PAGE 


IMPROVING  THE  QUALITY  OF  CARE  FOR 
CANCER  PATIENTS  THROUGH 
PROFESSIONAL  EDUCATION 

JOHN  I.  DICKINSON,  M.D.,  F.A.C.S.- 


ITH  THE  CONSTANTLY  INCREASING  body  of  medical  knowledge,  the  medical 
profession  has  always  been  active  in  pursuing  continuing  education.  This  is 
nowhere  more  apparent  than  in  the  field  of  cancer.  Seminars,  symposia,  workshops 
on  prevention,  detection,  treatment  and  management  of  cancer  are  held  throughout 
the  country  almost  weekly.  In  an  effort  to  provide  an  opportunity  for  Georgia 
physicians  to  improve  the  quality  of  care  for  their  patients,  and  to  take  advantage 
of  the  latest  information  available  nearer  home,  the  Professional  Education  Com- 
mittee of  the  American  Cancer  Society,  Georgia  Division,  presents  various  profes- 
sional programs  as  well  as  coordinates  its  efforts  with  other  organizations  with  the 
same  objectives. 

The  highlight  of  the  year’s  professional  activity  is  the  “Day  of  Cancer,”  which 
will  be  co-sponsored  for  the  fourth  year  with  the  Atlanta  Graduate  Medical  As- 
sembly, and  will  be  held  on  Tuesday,  March  14,  at  the  Marriott  Motor  Hotel  in 
Atlanta. 

A distinguished  faculty  has  been  enlisted,  including  Robert  C.  Chambers,  M.D., 
of  Baltimore,  Maryland;  Samuel  A.  Wells,  M.D.,  of  the  National  Cancer  Institute; 
Edward  J.  Beattie,  Jr.,  M.D.,  Chief  Medical  Officer  for  Memorial  Hospital  for 
Cancer  and  Allied  Diseases;  Vincent  Collins,  M.D.,  Radiologist  in  Chief,  Rose- 
wood General  Hospital,  Houston,  Texas;  and  LaSalle  D.  Leffall,  Jr.,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Surgery,  Howard  University  School  of  Med- 
icine, Washington,  D.C.  John  P.  Wilson,  M.D.,  Chairman  of  the  Board  of  Directors 
of  the  American  Cancer  Society,  Georgia  Division,  is  the  program  coordinator  for 
the  “Day  of  Cancer.” 

Topics  to  be  discussed  include:  “Selection  of  Treatment  for  Head  and  Neck 
Carcinoma”;  “The  Clinical  Implications  of  Immunotherapy  and  Recent  Develop- 
ments in  Cancer  Research”;  “Problem  Cases  in  Surgical  Oncology”;  “Radiotherapy 
— Pre-operative,  Post-operative  and  Co-operative”;  and  “Diagnosis  and  Treatment 
of  Polyps  and  Cancer  of  the  Colon  and  Rectum.”  Luncheon  discussions  with  each 
of  the  program  participants  will  be  a feature  of  the  day,  with  a Tumor  Board  Con- 
ference to  complete  the  afternoon’s  activities. 

The  Cancer  Committee  of  the  Medical  Association  of  Georgia  has  assumed  re- 
sponsibility for  the  program  direction  of  GRMP’s  Project  13,  which  includes 
Tumor  Registries,  Area  Cancer  Facilities,  Workshops,  and  Radiation  Therapy  As- 
sistants. The  Cancer  Workshop  Committee,  composed  of  representatives  of  the 
Cancer  Committee  of  MAG,  GRMP,  and  the  American  Cancer  Society,  has 


* Dr.  Dickinson  is  Chairman,  Professional  Education  Committee,  American  Cancer  Society,  Georgia  Divi- 
sion, Inc. 
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scheduled  a series  of  four  Workshops  on  Cancer  for  this  fiscal  year  in  cooperation 
with  the  Area  Facility  Directors. 

The  first  workshop  will  be  on  “Nuclear  Medicine”  at  Emory  University  on 
February  10  and  11,  with  James  H.  Larose,  M.D.,  Director  of  Nuclear  Medicine 
at  Emory,  as  the  Program  Coordinator. 

The  outstanding  faculty  includes:  C.  Craig  Harris,  M.S.,  Assistant  Professor  of 
Radiology,  Division  of  Nuclear  Medicine  at  Duke  University  Medical  Center; 
Robert  H.  Rohrer,  Ph.D.,  Professor  of  Physics  and  Radiology  at  Emory  Univer- 
sity; Douglas  A.  Ross,  M.D.,  Ph.D.,  Research  Staff  of  Oak  Ridge  National  Lab- 
oratory; Leonard  M.  Freeman,  M.D.,  Assistant  Professor  of  Radiology,  Albert 
Einstein  College  of  Medicine,  Yeshiva  University,  Bronx,  New  York;  and  Gerald 
S.  Freedman,  M.D.,  Assistant  Professor  of  Radiology,  Yale  University  School  of 
Medicine. 

Subjects  to  be  covered  include:  “Radiation  Physics — Decay  of  Radionuclides 
and  Subsequent  Emissions”  and  “Interaction  of  Radiation  With  Matter”;  “Pulse 
Height  Spectrometer  Systems”;  “Calibration,  Window  Settings,  and  Stability  of 
Nuclear  Medicine  Spectrometer  Systems”;  “Practical  Factors  in  the  Use  of  Scanners 
and  Camera”;  “Radiopharmacology — Mechanisms  of  Localization,”  as  well  as  dis- 
cussions on  the  lung,  brain,  kidney,  heart,  thyroid,  liver  and  spleen.  These  sessions 
will  be  of  particular  interest  to  radiologists  and  radio  therapists  and  others  in- 
terested in  nuclear  medicine. 

The  second  workshop  on  “Advanced  Breast  Cancer”  is  to  be  held  on  March  8 
at  St.  Joseph’s  Hospital.  Dr.  Neil  Perkinson  of  Atlanta  is  the  Program  Coordinator. 

Members  of  the  faculty  will  include  Alfred  A.  Fraccia  of  Memorial  Sloan  Ketter- 
ing Cancer  Center;  Lillian  Fuller,  M.D.,  of  M.  D.  Anderson  Hospital  and  Tumor 
Institute;  and  Robert  Mabon,  M.D.,  of  Atlanta. 

“Chemotherapy  of  Solid  Tumors”  is  the  subject  selected  for  the  third  workshop 
scheduled  for  April  28  and  29  at  Callaway  Gardens,  with  Hoke  Wammock,  M.D., 
Director  of  Enoch  Callaway  Cancer  Clinic  at  LaGrange,  and  John  D.  Watson,  Jr., 
M.D.,  of  the  Medical  Center  in  Columbus,  as  Program  Coordinators.  The  faculty 
for  this  workshop  includes:  Albert  Segaloff,  M.D.,  Director  of  Oncological  Re- 
search, Ochsner  Foundation  Hospital,  New  Orleans;  Robert  O.  Johnson,  M.D., 
Professor  of  Oncology,  University  of  Wisconsin  School  of  Medicine;  and  Phillip 
Schein,  M.D.,  Senior  Investigator  of  Solid  Tumors,  National  Cancer  Institute. 

The  workshop  on  “New  Concepts  in  Treatment  of  Head  and  Neck  Cancer,”  to 
be  held  June  9 and  10  at  the  Medical  College  of  Georgia  in  Augusta,  will  have  as 
its  faculty  Drs.  Dan  P.  Sullivan,  Harold  S.  Engler,  with  Dr.  John  D.  Watson,  Jr. 
of  Columbus,  Dr.  John  McLaren  of  Emory  University,  Dr.  William  H.  Poole,  and 
others  from  the  Medical  College.  Herbert  E.  Brizel,  M.D.,  of  the  Medical  College 
is  serving  as  Program  Coordinator. 

In  addition,  workshops  are  planned  for  dieticians,  nurses  and  physicians  on 
“Diet  and  Cancer”  to  be  held  at  Memorial  Medical  Center  in  Savannah  in  March. 
Dr.  David  E.  Tanner  of  Savannah  is  Program  Coordinator  for  this  workshop.  A 
session  for  Radiation  Therapy  Technologists  is  scheduled  at  the  Medical  College 
of  Georgia  during  the  summer  of  1972. 

To  reach  nurses  who  are  involved  with  caring  for  the  cancer  patient,  three 
seminars  on  “Nursing  the  Breast  Cancer  Patient”  are  scheduled  for  the  week  of 
April  10,  in  Atlanta,  Columbus,  and  Valdosta.  Miss  Ann  Paulen  of  University 
Hospital  at  the  University  of  Wisconsin  School  of  Nursing;  Miss  Fran  Gutowski, 
R.N.,  of  Memorial  Hospital  for  Cancer  and  Allied  Diseases;  Miss  Pat  Barrett,  Chief 
Technologist,  Mammography  Department  at  Emory  University  will  be  among  those 
participating  on  the  faculty.  Mrs.  Rose  McGee,  Assistant  Instructor  at  Emory 
University  School  of  Nursing  and  Chairman  of  the  Nurses’  Subcommittee  for  Pro- 
fessional Education,  is  the  Program  Coordinator  for  this  series  of  seminars. 
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CARDIAC  FLUOROSCOPY- 
IS  IT  WORTHWHILE? 

ROBERT  D.  MILLEDGE,  M.D.,  Atlanta 


Once  upon  a time  no  “thorough”  physical  examination  was  finished  until  the 
patient  had  his  chest  fluoroscoped.  Although  the  fluoroscope  as  a diagnostic  in- 
strument has  been  improved  many  times  in  the  last  20  years,  the  number  of  cardiac 
fluoroscopies  done  seems  to  have  actually  decreased.  The  question  arises:  What, 
if  any,  is  the  place  of  fluoroscopy  in  the  examination  of  the  heart? 

Correlation  of  cardiac  catheterization  data  and  contrast  angiography  with  phys- 
ical and  x-ray  examination  of  the  heart  has  taught  us  that  a lot  of  physiologic  in- 
formation can  be  extracted  from  the  x-ray  film  examination  of  the  chest.  In  fact, 
plain  PA  and  lateral  films  provide  most  of  the  radiographic  information  desired 
about  a cardiac  patient.  Further  help  is  obtained  from  the  cardiac  obliques  (30° 
right  anterior  oblique  and  55°  left  anterior  oblique). 

In  patients  with  mitral  valve  disease  or  left  ventricular  failure  it  is  possible  to 
infer  accurately  from  the  plain  chest  films  the  level  of  pulmonary  venous  pressure. 
Educated  guesses  can  be  made  about  pulmonary  artery  pressure  and  the  status  of 
pulmonary  vascular  resistance.  Pulmonary  edema  can  often  be  detected  on  the 
film  before  it  is  apparent  clinically.  Enlargement  of  the  heart  is  diagnosable  with 
fair  accuracy,  but  aside  from  the  left  atrium  (which  is  easy  to  evaluate)  specific 
chamber  enlargement  is  not  as  simple  as  was  once  thought. 

As  a consequence  of  our  increasing  ability  to  interpret  them,  plain  films  have 
more  and  more  replaced  fluoroscopy.  However,  there  are  still  some  questions  that 
can  only  be  answered  by  the  fluoroscope. 

(1)  Are  there  any  calcium  deposits  in  the  heart?  Although  valve  calcium  can 
sometimes  be  seen  on  the  plain  film  it  can  never  be  excluded  without  fluoroscopy. 
Aortic  valve  calcification  may  be  either  rheumatic  or  congenital  in  origin,  but 
mitral  valve  leaflet  calcification  is  invariably  rheumatic.  Often  detection  of  valve 
calcium  will  help  in  diagnosis  or  therapy  (i.e.,  in  a patient  with  mitral  stenosis 
the  presence  of  valve  calcium  has  a bearing  on  the  type  of  surgery  to  be  attempted; 
in  mitral  regurgitation,  the  absence  of  valve  calcium  may  lead  one  away  from  the 
diagnosis  of  rheumatic  disease  toward  some  form  of  subvalvular  mitral  insuffi- 
ciency). Coronary  artery  calcification  indicates  coronary  atherosclerosis;  left  atrial 
calcification  is  rare  but  when  seen  is  specific  for  severe  rheumatic  scarring.  Peri- 
cardial and  myocardial  calcification  are  usually  as  well  seen  on  the  film  as  under 
the  fluoroscope. 

(2)  Fluoroscopy  is  also  the  only  simple  radiologic  technique  which  will  out- 
line the  intensity  and  timing  of  cardiac  pulsations.  Areas  of  paradoxical  systolic 
expansion  (dyskinesis)  or  areas  of  failure  of  contraction  (akinesis)  may  be  seen 
in  some  patients  after  myocardial  infarction.  Although  not  all  ventricular  aneu- 
rysms or  areas  of  poorly  contracting  muscle  are  visible,  probably  over  half  such 
cases  can  be  found  by  careful  fluoroscopy.  The  examination  definitely  is  indicated 
in  patients  who  have  suffered  myocardial  infarction  and  who  are  doing  poorly. 
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(3)  The  third  possible  use  of  fluoroscopy  is  in  the  detection  of  pericardial 
effusion.  Layers  of  radiolucent  fat  normally  accompany  the  coronary  arteries  over 
the  epicardium.  This  fat  serves  as  a marker  of  the  position  of  the  epicardial  sur- 
face. Separation  of  epicardial  and  pericardial  surfaces,  therefore,  implies  the  pres- 
ence of  pericardial  thickening  or  pericardial  effusion.  This  application  is  limited 
in  the  first  place  because  pericardial  fatlines  are  not  seen  in  all  patients,  and  in 
the  second  place  because  a large  amount  of  fluid  is  required  to  produce  a positive 
examination.  Radioisotope  scanning  studies  are  somewhat  more  rewarding,  but  the 
development  of  echocardiography  has  for  practical  purposes  rendered  fluoroscopy 
obsolete  in  the  localization  of  pericardial  effusion. 

When  faced  with  the  decision  as  to  whether  to  ffuoroscope  a cardiac  patient  one 
should  ask  oneself  what  is  to  be  accomplished.  If  only  heart  size  and  hemody- 
namic state  are  to  be  evaluated,  plain  film  examination  is  adequate.  Fluoroscopy 
should  be  reserved  for  those  patients  who  have  suspected  calcification  or  con- 
tractile abnormalities. 

Fluoroscopy  should  never  be  done  as  an  isolated  procedure.  The  patient  fiuoro- 
scoped  should  always  have  plain  film  examination  of  the  chest  first.  It  is  rarely 
necessary  to  do  repeated  fiuoroscopies.  One  is  probably  enough  and  the  patient 
can  from  that  point  be  followed  by  plain  film  examination.  Contrary  to  popular 
belief,  there  is  probably  very  little  indication  for  fluoroscopy  in  infants  and  chil- 
dren. 

One  should  bear  in  mind  that  even  since  the  development  of  image  intensified 
fluoroscopy,  the  plain  x-ray  examination  delivers  a high  resolution  image  at  the 
cost  of  relatively  little  radiation  whereas  fluoroscopy  delivers  a lower  resolution 
image  at  the  cost  of  considerably  more  radiation  exposure. 
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Atkinson,  Stewart 
Active — Fulton — Oph 

Bowen,  William  L.,  Jr. 
Active — C.  W.  Long — Obg 

Brown,  Joseph  E. 

Active — Glynn — Or 

Crow,  Robert  W. 

Active — Fulton — PI 

Duke,  John  F„  III 
Active — Peach  Belt — GP 

Fix,  Richard  M. 

Active — Glynn — Pd 

Hernandez,  Fernando  G. 
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Kwiatkowski,  Peter  S. 
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McClarin,  William  M.,  Jr. 
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Sixth  District 

L.  E.  Dickey,  Jr.  of  Macon  has  been  elected  presi- 
dent of  the  Bibb  County  Medical  Society  for  1972. 

Eighth  District 

George  Mixon  of  Ocilla  was  elected  president  of  the 
Georgia  Eamily  Physicians,  formerly  the  Academy  of 
General  Practice  at  a ceremony  in  Atlanta.  Dr.  Mixon 
is  the  first  president  elected  since  the  name  of  the  asso- 
ciation was  changed. 


DEATHS 


R.  T.  Anderson,  Sr. 

Robert  T.  Anderson,  Sr.  died  in  Dublin  December 
1 at  the  age  of  56. 

Dr.  Anderson  was  a native  of  Jones  County  and  a 
resident  of  Dublin  for  21  years. 

He  was  a graduate  of  the  University  of  Georgia  and 
Medical  College  of  Georgia  and  a World  War  II  vet- 
eran. 

A member  of  the  First  Baptist  Church,  Dublin  Ro- 
tary Club  and  Dublin  Elks  Lodge,  Dr.  Anderson  was 
also  a Mason  and  a Shriner. 

He  is  survived  by  his  widow,  the  former  Jane  Wood- 
house  of  Dublin;  a son,  Robert  T.  Anderson,  Jr.,  M.D.; 
a daughter,  Mary  Linda  Anderson  and  two  grandchil- 
dren. 

Frank  Norman  Gihson,  Sr. 

Frank  Norman  Gibson  died  in  Augusta  November 
20.  He  was  60. 

Dr.  Gibson  was  a graduate  of  Emory  University  and 
received  his  M.D.  from  the  Emory  University  School 
of  Medicine.  He  was  a member  of  Pi  Rho  Sigma  medi- 
cal fraternity. 

A lifelong  resident  of  Thompson,  he  served  as  physi- 
cian in  that  community  for  35  years.  He  was  a former 
chairman  of  the  McDuffie  County  Board  of  Education; 
trustee  and  chairman  of  the  Board  of  the  First  United 
Methodist  Church  of  Thompson  and  chairman  of  the 
Board  of  the  White  Oak  Campgrounds. 

Dr.  Gibson  was  the  first  chief  of  staff  at  the  McDuffie 
County  Hospital  and  the  10th  District  director  of  the 
Georgia  School  Board  Association. 

Survivors  include  his  wife,  Maree  Perryman  Gibson; 
two  daughters,  Mrs.  Glenn  Yarborough  of  Fairfax,  Va. 
and  Penelope  Anne  Gibson  of  Thompson;  a son,  Frank 
Norman  Gibson,  Jr.  of  Thompson;  two  sisters  and  two 
grandchildren. 
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THE  MONTH  IN  WASHINGTON 


With  the  exception  of  House-Senate  conference  reso- 
lution of  legislation  designed  to  step  up  the  nation’s  ef- 
forts to  find  a cure  for  cancer,  the  92nd  Congress’  ac- 
tivity in  the  area  of  health  legislation  in  this  session  has 
probably  ended. 

Senate  consideration  of  the  Social  Security  Amend- 
ments (Medicare  and  Medicaid  changes)  has  been 
postponed  until  after  the  first  of  the  New  Year  and  the 
House  Ways  and  Means  Committee  hearings  on  nation- 
al health  insurance  have  come  to  a halt  after  six  gruel- 
ing weeks  and  executive  sessions  will  not  be  scheduled 
until  early  1972. 

The  House  approved  350-5  an  expanded  $1.6  billion 
cancer  research  program  within  the  National  Institutes 
of  Health.  The  bill  differs  from  a Senate  measure  which 
provided  that  the  head  of  the  National  Cancer  Institute 
report  directly  to  the  White  House,  by-passing  the  NIH 
director.  Under  the  House  bill,  the  Cancer  Institute 
head  would  be  elevated  to  Associate  Director  of  NIH 
and  the  cancer  budget  would  be  handled  separately  by 
the  President’s  Office  of  Budget  and  Management.  A 
House-Senate  conference  must  now  determine  how  to 
reconcile  the  important  organizational  differences  in  the 
measures. 

The  Senate’s  reluctance  to  come  to  grips  with  the  So- 
cial Security  Amendments  of  1971 — unfinished  busi- 
ness in  the  last  session  of  the  previous  Congress — has 
been  attributed  to  wide  disagreement  among  members 
as  to  how  to  proceed  with  that  portion  of  the  proposed 
legislation  that  would  establish  a new  family  assistance 
welfare  plan. 

On  the  positive  side,  however,  with  respect  to  the 
92nd  Congress’  attention  to  health  matters  is  its  suc- 
cess with  legislation  designed  to  sharply  increase  the 
training  of  physicians,  nurses,  and  other  medical  per- 
sonnel. 

On  signing  this  legislation.  President  Nixon  called  on 
Congress  to  appropriate  $350.2  million  in  additional 
funds  to  pay  for  the  program  for  the  rest  of  the  fiscal 
year  that  runs  through  June  30,  1972. 

The  measure  provides  grants  to  medical  schools  and 
nursing  schools  to  help  finance  additional  construction 
and  to  encourage  the  enrollment  of  additional  students. 
It  also  provides  loans  and  grants  directly  to  medical 
and  nursing  school  students. 

Dr.  Merlin  K.  DuVal,  assistant  HEW  Secretary  for 
Health  and  Scientific  Affairs,  said  the  nation  faces  a 
shortage  of  50,000  physicians  and  as  many  as  200,000 
nurses  by  the  end  of  this  decade  unless  action  is  taken. 

DuVal  said  the  legislation  could  increase  by  about 
1,200  first-year  enrollment  of  physician  candidates  in 
medical  schools  next  year,  a 10  per  cent  increase  in  the 
first-year  places. 

DuVal  predicted  that  if  HEW  law  is  adequately 
funded  each  year  it  could  eliminate  the  shortage  of 
physicians  by  1980.  He  said  he  was  unable  to  make  a 
similar  prediction  concerning  the  nursing  shortage. 

AMA  Testimony 

The  American  Medical  Association’s  testimony  be- 
fore the  House  Ways  and  Means  Committee  hearings 


on  national  health  insurance  attracted  for  one  of  the 
few  times  during  the  marathon  sessions  most  of  the 
Committee  members,  though  Chairman  Wilbur  Mills 
was  away  on  the  campaign  trail. 

The  AMA  urged  adoption  of  its  national  health  in- 
surance proposal — Medicredit — as  a program  that  “can 
be  put  into  operation  now.” 

The  AMA  proposal,  which  offers  both  basic  and  cat- 
astrophic coverage  for  all  Americans  not  covered  by 
Medicare,  was  set  forth  in  testimony  before  the  House 
Ways  and  Means  Committee  by  Dr.  Max  H.  Parrott,  ' 
Chairman  of  the  AMA  Board  of  Trustees,  and  Dr.  Rus-  | 
sell  B.  Roth,  Speaker  of  the  AMA  House  of  Delegates.  ' 
“I  do  not  want  to  suggest  to  this  Committee  that  our  j 
present  system  of  health  care  is  perfect.  It  is  not.  It  | 
needs  modification  and  change.  And  it  will  serve  peo- 
ple better  with  the  kind  of  government  supported 
health  insurance  we  propose  in  our  Medicredit  bill,” 
Dr.  Parrott  told  the  committee. 

“It  (Medicredit)  avoids  the  mistake  inherent  in  pro-  i 
posals  such  as  H.H.  22  (the  Kennedy-Labor  bill), 
which  would  lock  medicine  into  a rigid,  monolithic,  no  I 
choice,  bureaucratic  system  before  there  is  any  real  evi-  i 
dence  that  it  would  make  things  better,”  he  said.  I 

In  contrast  to  H R.  22,  Dr.  Roth  stated,  Medicredit 
builds  upon  outstanding  accomplishments  of  American 
medicine  “which  has  shown  a capability  of  being  the 
best  in  the  world.” 

“And  it  can  be  put  into  operation  now.  It  has  no  de-  j 
pendence  on  untried  theory  or  dubious  economics.  It  j 
does  not  require  an  unreasonable  expenditure  of  federal 
dollars  and  it  does  not  jeopardize  the  funding  of  other 
vitally  necessary  programs  to  improve  the  nation’s 
health  It  places  emphasis  on  greater  financial  support 
for  persons  needing  this  assistance.  It  does  not  create 
an  unreasonable,  unrealistic  and  burdensome  adminis- 
trative bureaucracy,”  Dr.  Roth  added. 

The  AMA  Medicredit  proposal,  whose  160  sponsors 
in  Congress  are  the  most  for  any  national  health  insur- 
ance proposal,  would  provide  both  basic  and  cata-  jj 
strophic  coverage  for  all  Americans  under  age  65.  I 
(Medicare  would  continue  for  all  those  over  65.)  It  is 
based  on  a system  of  tax  credits  with  the  government 
paying  the  cost  for  those  who  have  little  or  no  income.  i 
The  government  would  also  pay  the  premiums  on  the  I 
catastrophic  coverage  for  all  citizens.  (The  AMA  esti-  i 
mates  Medicredit  would  cost  about  $14  billion  a year.  ; 
H.R.  22  would  cost  at  least  $60  billion  a year  in  new  { 
tax  money,  according  to  a recent  study  by  the  Depart-  , 
ment  of  Health,  Education  and  Welfare.) 

Under  its  bas'c  coverage,  Medicredit  provides  com-  : 
prehensive  benefits  in  respect  to  hospital  inpatient  and  ' 
outpatient  services,  as  well  as  full  physician  services.  | 
Its  catastrophic  coverage  includes  full  hospitalization  ! 
and  additional  extended  care,  with  a continuation  of  ' 
outpatient  services  and  full  physician  services.  i 

“It  puts  these  benefits  within  the  reach  of  all  Ameri-  i 
cans  under  age  65  as  a prepaid  insurance  package,”  Dr. 
Roth  told  the  committee.  “The  benefits  are  uniform  for  . 
all  citizens  under  the  program.  For  those  with  little  or 
no  income  the  cost  would  be  borne  by  the  federal  gov- 
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ernment  from  general  revenues.  For  those  with  a capa- 
bility to  pay  part  of  the  costs,  the  program  is  realistical- 
ly geared  to  encourage  them  to  do  so.  The  motivation 
for  participation  would,  we  believe,  be  especially 
strong  because  of  our  incorporation  of  tax  credits.” 

Quality  of  Care 

Dr.  Parrott,  in  his  testimony,  drew  the  attention  of 
the  committee  to  many  achievements  in  American  med- 
icine : 

“Those  who  criticize  our  system  of  medicine  imply 
that  it  is  static  and  must  be  replaced.  Let  me  call  your 
attention  to  some  of  the  salient  accomplishments  of  our 
pluralistic  medical  system.  Accomplishments  that  are 
obscured  in  the  radical  chic,  by  a disaster  lobby  which 
stridently  proclaims  a need  for  revolutionary  change. 

“Probably  our  highest  achievement  is  in  the  quality 
of  medical  care  in  this  country.  The  world  standard  of 
medicine  is  here  in  this  country.  American  medical 
schools  produce  men  and  women  with  the  best  medical 
education  there  is.  Our  technology  is  unsurpassed.  The 
ranks  of  allied  health  manpower  continue  to  grow  in 
terms  of  both  size  and  sophisticated  training.” 

Dr.  Parrott  cited  the  25  per  cent  drop  in  the  nation’s 
infant  mortality  rate  in  the  last  decade  and  the  steady 
growth  of  life  expectancy  in  the  U.S.  as  evidence  “that 
American  medicine — our  pluralistic,  evolving,  prag- 
matic system — is  changing  things  for  the  better,  that 
we  are  making  progress.” 

American  medical  schools.  Dr.  Parrott  noted,  have 
increased  from  89  in  1967  to  108  this  year  and  first- 
year  enrollment  has  grown  from  9,000  to  12,000  stu- 
dents. The  number  of  new  physicians  each  year  ex- 
ceeds 8,000  due  in  part  to  “an  almost  revolutionary 
telescoping  of  the  traditional  medical  education.”  This 
means.  Dr.  Parrott  said,  that  the  physician  population 
is  growing  at  a rate  “more  than  double”  the  general 
population  rate. 

Organized  medicine  has  also  undertaken  initiatives 
to  bring  medical  costs  under  control,  Dr.  Parrott  told 
the  committee.  This  is  being  accomplished  mainly 
through  medical  society  foundations,  based  on  the  con- 
cept of  peer  review,  which  screen  hospital  admissions 
and  review  medical  procedures. 

“On  balance,  we  have  a medical  system  with  impres- 
sive accomplishments,  a system  that  is  flexible  and  in- 
novative, a system  responsive  to  the  need  for  change 
and  improvement.  In  whatever  action  this  committee 
chooses  to  take  the  American  Medical  Association 
strongly  urges  that  you  build  on  the  very  real  strength 
that  now  exists,”  Dr.  Parrott  concluded. 

Policy  Statement 

The  American  Hospital  Association  told  the  House 
Ways  and  Means  Committee  hearings  on  national 
health  insurance  that  its  Policy  Statement  on  the  Pro- 
vision of  Health  Services  provides  a direction  for  na- 
tional health  policy  and  serves  as  the  basis  upon  which 
the  Committee  can  frame  goals  and  programs  for  the 
nation’s  health  care. 

Jack  A.  L.  Hahn,  the  AHA’s  president,  told  the  com- 
mittee that  once  goals  and  priorities  have  been  set, 
“what  needs  to  be  done  is  to  embark  immediately  on 
a rationally-staged  program  within  an  overall  frame- 


work of  established  goals  and  objectives.  Government 
must  take  the  lead  in  providing  the  framework  for  re- 
quired changes.” 

Later  in  his  testimony  Hahn  said : 

“The  AHA  program  has  been  drafted  as  a legislative 
proposal,  however,  the  initial  draft  is  being  restudied 
and  revised  by  the  Association.  The  bill-drafting  proc- 
ess showed  that  simple  and  readily  attainable  solutions 
to  complex  problems  do  not  exist.”  Hahn  added  that 
the  Association  had  not  come  with  a legislative  propos- 
al for  consideration  by  the  Committee,  but  with  “rec- 
ommendations that  can  be  taken  now  and  that  can 
serve  as  building  blocks  for  the  attainment  of  much 
broader  goals  for  the  system.” 

Kennedy  Committee 

Elsewhere  on  Capitol  Hill,  the  AMA  told  the  Senate 
Health  Subcommittee  headed  by  Senator  Edward  Ken- 
nedy that  is  now  exploring  the  feasibility  of  Health 
Maintenance  Organizations  that  “the  concept  of  the 
HMO  has  not  yet  been  tested.” 

“Our  strong  recommendation  is  that  we  find  out 
whether  economics  can  be  achieved  before  such  a ma- 
jor commitment  is  made,”  declared  John  R.  Kemodle, 
M.D.,  vice  chairman  of  the  AMA  Board  of  Trustees. 

Stressing  that  the  AMA  supports  and  encourages 
further  experimentation  with  HMO’s,  Dr.  Kernodle  said 
“HMD’s  are  just  one  form  of  health  care  delivery  and 
no  one  knows  at  this  time  just  what  impact  they  will 
have  or  how  successful  they  will  be  in  universal  appli- 
cation.” 

With  reference  to  the  Nixon  Administration’s  an- 
nounced goal  to  make  HMO’s  available  to  90  per  cent 
of  the  population  within  a decade.  Dr.  Kernodle  said: 

“To  us  (AMA),  this  is  an  open-ended  commitment. 
Because  of  the  many  unknown  factors  regarding 
HMO’s  we  feel  it  is  a rather  dangerous  blank  check  for 
the  Congress  to  issue.  For  any  time  you  are  talking 
about  a program  that  will  affect  90  per  cent  of  the  peo- 
ple, you  are,  in  fact,  inaugurating  a new  medical  sys- 
tem. It  would  seem  to  be  the  better  part  of  wisdom  to 
be  certain  of  all  the  facts  and  cognizant  of  all  pitfalls 
before  embarking  on  such  a course.” 

Clinton  S.  McGill,  M.D.,  vice  chairman  of  the  AMA 
Committee  on  Private  Practice,  told  the  subcommittee 
that  less  than  4 per  cent  of  the  population — generally 
only  highly  selective  parts  of  the  population — is  served 
by  prepaid  group  practices.  “There  is  little  experience 
with  high-risk  segments  of  the  population.  This,  in  our 
opinion,  constitutes  too  narrow  a base  upon  which  to 
construct  a new  universal  system.” 

Cost  Control 

President  Nixon  has  appointed  a 21 -member  Com- 
mittee on  the  Health  Services  Industry  to  oversee  infla- 
tion in  health  care  costs  as  part  of  the  Phase  2 econom- 
ic program.  Chairman  of  the  advisory  group  is  Mrs. 
William  C.  Dunn,  Commissioner  of  the  Department  of 
Consumer  Protection  for  Connecticut. 

The  Administration  intends  to  cover  physicians’  ser- 
vices as  well  as  those  of  all  other  providers  of  services 
in  the  cost  control  effort,  but  the  manner  in  which  this 
will  be  carried  out  has  not  yet  been  established. 

While  the  government  obviously  can  control  to  some 
extent  payments  in  federal  programs  such  as  Medicare, 
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(meprobamate) 
400  mg  tablets 
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Cranbury,  N.J.  08512 


especially  for  hospitals,  regulating  physicians’  fees  in 
the  private  sector  is  something  else  again.  Apparently, 
a major  thrust  of  the  Phase  2 program  as  it  affects  phy- 
sicians will  be  to  urge  voluntary  compliance. 

The  Administration’s  aim  is  to  keep  charges  from  ris- 
ing to  a point  where  the  unit  profit  is  higher  than  it 
was  in  the  past.  Fee  rises  stemming  from  higher  costs 
of  doing  business  will  be  okay  as  will  a certain  percent- 
age to  take  into  account  general  rises  in  the  cost  of  liv- 
ing. 

The  lack  of  a penalty-backed  policing  role  by  the 
government — at  this  date  anyway — might  seem  to 
make  the  federal  program  toothless.  But  Administration 
officials  are  confident  that  public  concern  and  public 
and  peer  pressures  will  make  it  difficult  for  individual 
physicians  to  hike  fees  substantially.  Furthermore,  the 
Administration  is  certain  that  most  physicians  are  will- 
ing to  cooperate. 

Four  physicians  are  on  the  panel,  which  also  includes 
representatives  of  state  and  local  government,  consum- 
ers, hospitals,  related  health  occupations  and  industries 
and  the  health  insurance  companies. 

Physician  members  are:  William  Lotterhos,  M.D., 
President  of  the  American  Academy  of  General  Prac- 
tice and  former  chairman  of  the  AMA’s  section  on  Gen- 
eral Practice:  James  Flaviland,  M.D.,  former  acting 
dean  of  the  University  of  Washington  School  of  Medi- 
cine; Earl  Brian,  M.D.,  Director  of  the  California  De- 
partment of  Health  Care  Services;  and  James  Cowan. 
M.D.,  Commissioner  of  Health  for  the  state  of  New 
Jersey. 

C.  Joseph  Stetler,  President  of  the  Pharmaceutical 
Manufacturers  Association  and  former  General  Counsel 
for  the  AMA,  is  also  a committee  member. 

The  decision  of  HEW  to  kill  the  Public  Health  Ser- 
vice’s commissioned  corps  is  sure  to  fan  congressional 
interest  in  a separate  department  of  health. 

HEW  Secretary  Elliot  Richardson  said  he  was  adopt- 
ing a special  advisory  commission's  recommendation  of 
last  summer  that  the  corps — composed  of  5,500  physi- 
cians, dentists,  engineers,  nurses,  pharmacists,  veteri- 
narians— be  phased  out  and  replaced  with  a civilian 
system. 

While  this  would  solve  a serious  internal  personnel 
problem  at  HEW.  the  move  does  nothing  to  further 
Richardson’s  relations  with  Congress  which  has  had  a 
soft  spot  for  the  PHS  Corps  for  many  years. 

Until  recent  years,  the  corps  functioned  as  a semi- 
autonomous  unit  at  HEW,  with  the  PHS  Surgeon  Gen- 
eral reporting  directly  to  Congress,  thus  to  some  extent 
bypassing  higher  authorities  at  HEW.  A close  liaison 
with  Congress  was  built  up  and  still  lingers  on,  hence 
the  outcry  when  the  Administration  recently  moved  to 
close  down  PHS  hospitals. 

The  reorganization  of  HEW  carried  out  under  HEW 
Secretary  John  Gardner  firmly  placed  the  secretary  and 
assistant  secretaries  in  control  of  the  agency's  health 
programs  and  diluted  the  powers  of  the  Surgeon  Gen- 
eral to  the  extent  that  they  are  now  difficult  to  define. 

However,  memories  of  the  old  days  when  Congress 
was  able  to  call  the  shots  at  PHS  remain  strong  and  are 
one  reason  why  such  influential  men  as  Rep.  Paul 
Rogers  (D.,Fla.)  are  set  on  establishing  a separate, 
cabinet-level  department  of  health.  The  reasoning  is 
that  only  this  would  give  Congress  the  power  it  seeks 
over  how  the  federal  government  administers  its  huge 
health  empire. 
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for  psychiatric  treatment 


The  College  Street  Hospital,  Incorporated,  is  the  only  private  psychiatric  hos- 
pital in  Middle  Georgia.  This  facility  is  a fifty-six  (56)  bed  private  psychiatric 
hospital  which  opened  for  admission  of  patients  May  1,  1968.  This  hospital 
operates  as  a private  hospital  primarily  for  rapid  or  short-term  treatment  of 
voluntary  acute  or  recurrent  psychiatric  patients.  Facilities  for  minor  surgical 
procedures  are  also  available. 

Admission  and  staff  privileges  are  extended  to  all  local  psychiatrists  who  meet 
the  proper  professional  and  ethical  qualifications  of  the  hospital  by-laws. 


CORPORATION  MEMBERS 

Z.  Sweeney  Sikes,  Jr.,  M.D.,  President 
Robert  M.  Young,  Vice-President 
W.  Ed  Roberts,  Secretary-Treasurer 

BOARD  OF  DIRECTORS 

Wilbur  D.  Owens,  Chairman 
William  R.  Birdsong,  M.D. 

W.  Earl  Lewis,  M.D. 

William  L.  Young 
Elmo  L.  Draughon 
James  C.  Weston 
Ray  H.  McCard,  M.D. 

Mrs.  J.  Rene  Hawkins 


HOSPITAL  STAFF 
PSYCHIATRISTS 

Z.  Sweeney  Sikes,  Jr.,  M.D. 
Medical  Director 
Ray  H.  McCard,  M.D. 
Assistant  Medical  Director 
J.  R.  Shannon  Mays,  M.D. 
Thomas  M.  Hall,  M.D. 

LABORATORY  SERVICES 

Leo  A.  Erbele,  M.D. 

X-RAY  SERVICES 

Theodore  E.  Atkinson,  M.D. 
Herbert  M.  OInick,  M.D. 

HOSPITAL  ADMINISTRATOR 

James  C.  Cox 


Accredited  by  the  Joint  Commission  on  Accreditation  ot  Hospitals.  Listed  by  Amer- 
ican Hospital  Association.  Member  Georgia  Hospital  Association. 

The  College  Street  Hospital,  Inc. 

685  COLLEGE  STREET  MACON,  GEORGIA  31201 
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It’s  working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystiti 
The  convenient  h.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


I 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 


Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimets 
amine  in  congenital  toxoplasmosis);  pregnancy  at  term  aij 
during  nursing  period.  j 

Warnings:  Safe  use  in  pregnancy  has  not  been  esta! 
lished,  and  teratogenicity  potential  has  not  been  thorough’ 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  s 
quelae  to  group  A streptococcal  infections,  i.e.,  rheumati 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reaj 
tions,  agranulocytosis,  aplastic  anemia  and  other  blood  dy| 
crasias  have  been  reported;  early  clinical  signs  such  as  soi 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serioij 
blood  disorders.  Complete  blood  counts  and  urinalysis  wi 
careful  microscopic  examination  are  recommended  frequent 
during  sulfonamide  therapy.  Clinicai  data  are  insufficient  ( 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impair? 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthn 
and  in  glucose-6-phosphate  dehydrogenase-deficient  inc 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i,d, 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 


in  nonobstructed  urinary  tract  infections 

Gantanolkm 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


illduals.  'In  the  latter,  dose-related  hemolysis  may  occur. 
l/Iaintain  adequate  fluid  intake  to  prevent  crystalluria  and 
^tone  formation. 

!!  Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
'.plastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
memia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
Hiemia;  allergic  reactions:  erythema  multiforme  (Stevens- 
lohnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
jjirticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 

imaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
cleral  injection,  photosensitization,  arthralgia  and  allergic 
nyocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
lominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
itomatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
(nental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
Jiitus,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
ilrug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
l>eriarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
ihemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ \ Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley.  N.J.  07110 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 


Saturday,  December  11,  1971 


Finance:  Voted  to  recommend  to  the  Council  the 
following  appropriations:  $400  for  a mailing  in  sup- 
port of  the  candidacy  of  J.  Frank  Walker,  M.D.,  for 
Speaker  of  the  AM  A House  of  Delegates;  $1,000  for 
the  purchase  of  office  equipment;  and  $5,000  to  the 
Legislative  Committee  for  a public  relations  campaign. 
Also  adopted  policy  on  expense  reimbursements  stating 
that  expenses  for  AMA  delegates,  alternates  and  officers 
are  to  be  reimbursed  up  to  the  $50  per  diem  plus  first 
class  travel.  This  policy  was  then  extended  to  apply  to 
all  members  authorized  to  travel  in  the  name  of  the 
MAG. 

Awards:  Voted  to  change  the  name  of  the  “GP  of 
the  Year”  award  to  the  “Family  Physician  of  the  Year” 
award  to  conform  to  the  new  name  of  the  Georgia 
Academy  of  Family  Physicians. 

Podiatry:  Learned  of  the  hearing  to  be  conducted 
by  the  Insurance  Commissioner  regarding  payment  for 


the  services  of  podiatrists  and  determined  that  MAG 
should  be  represented  at  that  hearing. 

Mental  Health:  Adopted  recommendations  of  the 
Committee  on  Mental  Health  regarding  resolutions  of 
the  Atlanta  and  Georgia  Associations  for  Retarded  Chil- 
dren, the  Governor’s  Study  Commission  on  Alcohol, 
Labeling  of  Drugs,  and  Amphetamine  and  Metam- 
phetamine  prescriptions.  The  Committee  on  Mental 
Health  also  stated  its  opposition  to  the  separation  of  the 
Department  of  Mental  Health  from  the  Department  of 
Health  as  proposed  in  the  Governor’s  Reorganization 
Plan. 

Headquarters  Building  Expansion:  Authorized  the 
Headquarters  Building  Expansion  Committee  to  pro- 
ceed with  the  plans  for  enlarging  the  Headquarters  as 
directed  by  the  House  of  Delegates  in  May,  1971. 

Next  Meeting:  10:00  a.m.,  January  16,  1972,  MAG 
Headquarters. 


HIGHLIGHTS  OF  COUNCIL 


Saturday,  December  11,  1971 


Finance:  Adopted  financial  recommendations  of  Ex- 
ecutive Committee:  $400 — AMA  officer  campaign; 

$1,000 — Headquarters  office  equipment;  $5,000 — Leg- 
islative Committee  public  relations  campaign;  $1,811.85 
— increased  taxes. 

Physicians’  Assistants:  Voted  to  support  legislation 
certifying  physicians  hiring  of  physicians’  assistants, 
and  defining  them. 

Appointments:  Approved  Neil  T.  Boggess,  M.D., 
serving  in  the  place  of  David  Wells,  M.D.,  represent- 
ing the  Seventh  District  on  the  Board  of  the  Georgia 
Medical  Care  Foundation,  with  the  concurrence  of  that 
Board. 

Insurance:  Approved  for  statewide  promotion  a Blue 
Cross-Blue  Shield  Plan  for  MAG  members  as  recom- 
mended by  the  Committee  on  Insurance  and  Econom- 
ics, based  on  a review  of  the  schedule  of  allowances  by 
the  Foundation  Board. 

Constitution  and  Bylaws:  Approved  the  Constitu- 
tion and  Bylaws  of  the  Rabun  County  Medical  Society 
as  recommended  by  the  MAG  Committee  on  Constitu- 


tion and  Bylaws.  Also  instructed  the  Committee  on 
Constitution  and  Bylaws  to  develop  language  which 
would  make  MAG  Past  Presidents  Honorary  Council- 
ors, and  which  would  change  the  name  of  the  Council 
to  Board  of  Trustees  or  Board  of  Directors. 

Osteopaths:  Voted  to  instruct  the  Committee  on 
Constitution  and  Bylaws  to  resubmit  to  the  MAG 
House  of  Delegates  in  1972,  language  which  would  al- 
low Doctors  of  Osteopathy  to  become  MAG  members. 

Abortions:  Agreed  to  support  the  recommendation 
of  the  Committee  on  Maternal  and  Infant  Welfare  that 
proposed  legislation  on  abortions  include  a limit  on  the 
gestation  period  of  20  weeks. 

Governor’s  Reorganization:  Council  confirmed  the 
position  adopted  by  the  Executive  Committee  support- 
ing the  present  State  Board  of  Health  structure  and  op- 
posing the  separation  of  the  Department  of  Mental 
Health  from  the  Department  of  Health.  Council  de- 
termined that  an  active  public  relations  campaign 
should  be  undertaken  by  the  Legislative  Committee. 

Next  Meeting:  March  11-12,  1972,  Holiday  Inn, 
Callaway  Gardens. 
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WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Now!, Quick,  Easy-to-Use 
Medical  Socioeconomic  Index 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AMA  review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below; 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


I enclose  $20.00*  for  12  monthly  48-page 

MEDICAL  SOCIOECONOMIC  RESEARCH 
SOURCES  and  a year-end  Cumulative  Index 


Name  of  Individual 


Organization 

Address 

City/State/Zip — 

(payment  must  accompany  order) 
*$25.00  Outside  U.S.,  U.S.  Poss.,  Canada,  Mexico, 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  . ...  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylUne.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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'‘Either  we  shall  master  the  ways 
of  political  action,  or  we  shall  be 
mastered  by  those  who  do” 

— Raymond  Moley 

JOIN 

GaMPAC 


NARCOTICS  ADDICTION 

For  information  and  assistance  regarding  the  treat- 
ment of  narcotics  addiction  and  the  use  of  methadone 
for  detoxification  and  maintenance,  contact: 

The  Georgia  Narcotics  Treatment  Program 
One  Peachtree  Building 
Room  208 

Atlanta,  Georgia  30303 
(404)  656-1768 


'‘My  secret'^ 

For  heartburn  I always 
use  'DicarhosiV r 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


HOSPITAL 

Hill  Cresf  Foundafion,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896, 

Birmingham,  Alabama  352 1 2 
Phone:  205-836-7201 


A patient  centered 
non-profit  hospital  for 
intensive  treatment  of 
nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished In  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  Indi- 
vidual patient  care  has  been 
the  theme  during  its  46  years 
of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardiri  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PR|. 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL; 

Hill  Crest  is  fully  accredited  by  the  Joint 
Comrnission  on  Accreditation  of  Hospitals 
and  IS  also  approved  for  Medicare  pa- 
tients. 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


JANUARY  1972,  Vol.  61 


33 


1972  Annual  Session 

LOCATION  OF  HOTELS  AND  MOTELS  IN  MACON 


*A  block  of  rooms  is 
being  held  for  MAG 
members  at  these 
hotels/motels . 


HOTEL  AND  MOTEL  FACILITI 
MACON,  GEORGIA* 
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Alpine  Lodge 
Ambassador  Motel 
Brown's  Motel 
City  Auditorium 
Convention  Bureau 
Greater  Macon  Chamber  of  Co 
Courtesy  Court  Motel 
Dempsey  Motor  Hotel 
Heritage  Motel 
Holiday  Inn  of  Macon 
Holiday  Inn  West 
Howard  Johnson's  Motor  Lodge 
Macon  Coliseum 
Macon  Plaza  Motel 
Quality  Courts  Motel  South 
Sheraton  Motor  Inn 
T own  Pavilion  of  Macon 

*17  Macon  Hilton 


THE  ANNUAL  SESSION-A  MINI-SCHEDULE 


Thursday,  May  11,  1972 

8:30  a.m. — Registration  Opens 

9:00  a.m. — Specialty  Society  Meetings  (See  March 
Program  Issue) 

2:00  p.m. — Auxiliary  Pre-Convention  Executive  Board 
Meeting 

6:30  p.m. — Specialty  Society  Receptions  and  Dinners 
(See  March  Program  Issue) 

Friday,  May  12,  1972 

9:00  a.m. — First  General  Session 

First  Session,  House  of  Delegates 
Featured  Speaker:  “Government  Con- 

trolled Medical  Care” 

10:00  a.m. — Auxiliary  General  Meeting 

2:00  p.m.— General  Meeting — “Venereal  Disease.” 
Systems — Past,  Present  and  Future” 


6:30  p.m. — Alumni  Receptions  and  Dinners 

Saturday,  May  13,  1972 

9:00  a.m. — Reference  Committee  Meetings 
10:00  a.m. — Auxiliary  General  Meetings 
2:00  p.m. — General  Meeting — “Veneral  Diseases,” 
“Sex  in  Schools”  and  “Dynamics  of  Vio- 
lence” 

6:30  p.m. — Annual  Reception  and  Banquet 

Sunday,  May  14,  1972 

7:00  a.m. — Prayer  Breakfast 
9:00  a.m. — Second  General  Session 

Second  Session,  House  of  Delegates 
9 :00  a.m. — Auxiliary  Post-Convention  E.xecutive  Board 
Meeting 

12:00  noon — Adjournment 
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Medical  Association  of  Georgia 
Annual  Session 


May  11-14,  1972 — Macon,  Georgia 
RESERVATION  REQUEST 


1.  Please  complete  this  form  and  mail  to:  Reservation  Department 

(Motel/Hotel  of  your  choice) 

Macon,  Georgia  (Proper  Zip  Code) 

2.  Special  reservation  forms  will  be  mailed  to  Officers,  Councilors,  Delegates  and  Special  Out-of-State  Guest  Speakers. 

3.  Assignment  of  rooms  will  be  made  in  order  of  receipt  of  reservation.  If  possible  confirmation  will  be  in  accordance  with 
preference  indicated;  if  not,  best  substitute  will  be  made. 

4.  Unreserved  accommodations  will  be  released  on  April  20,  1972. 

5.  Rooms  will  not  be  ready  for  occupancy  until  2:00  p.m.  on  day  of  arrival.  Check-out  time  is  1:00  p.m.  on  your  departure 
date. 

6.  A quick  check  out  card  will  be  placed  in  each  room  at  the  Macon  Hilton  Hotel.  Turn  this  in  at  Registration  Desk  and 
you  will  be  billed  later. 


NAME  OF  MOTEL 

Alpine  Motor  Inn 

1990  Riverside  Dr.,  Macon,  Ga.  31202 

Dempsey  Motor  Hotel 

P.O.  Box  127,  Macon,  Ga.  31202 

Holiday  Inn  of  Macon 

1044  Riverside  Dr.,  Macon,  Ga.  31202 

Howard  Johnson’s  Motor  Lodge 

2566  Riverside  Dr.,  Macon,  Ga.  31202 

Macon  Hilton  Hotel 

P.O.  Box  144,  Macon,  Ga.  31202 

Sheraton  Motor  Inn 

2737  Sheraton  Dr.,  Macon,  Ga.  31202 

Town  Pavilion  Motel 

Broadway  at  Walnut  Street,  Macon,  Ga.  31202 


-EUROPEAN  PLAN  (Meals  not  included) 

Bedroom 

Each  Additional 

1-2  persons 

Person 

Single— $10.00-11.00 

$2.50 

Double— $14.50-15.00 

$2.50 

Single— $10.00-14.00 

$3.00 

Double— $16.00-20.00 

$3.00 

Single — $13.50 

Double — $16.00 

Single— $13.00-16.00 

$3.00 

Double— $18.00-21.00 

$3.00 

Single — $17.00 

$6.00 

Double— $23.00 

$6.00 

Single— $12.00-16.00 

$3.00 

Double— $15.00-19.00 

$3.00 

Single— $10.00-11.00 

$3.00 

Double— $13.00-14.00 

$3.00 

Cut  out  and  send  to  motel/hotel  of  your  choice: 


Please  type  or  print 

Please  reserve  from  block  of  rooms  being  held  for: 

MEDICAL  ASSOCIATION  OF  GEORGIA  ANNUAL  SESSION 

MAY  11-14,  1972 


NAME  

ADDRESS 

CITY  & STATE 

ZIP 

ARRIVAL  DATE 

DEPARTURE  DATE 

TYPE  OF  ACCOMMODATIONS  DESIRED 

FOR 

# OF  PERSONS 

JANUARY  1972,  Vol.  61 

35 

EMCRO:  A Peer  Review  Mechanism 


T 

A HE  CONCEPT  OF  peer  review — practicing  physicians  evaluating  the  quality  of 
medical  care — is  not  a new  one  to  the  Medical  Association  of  Georgia  or  to  its 
component  societies.  However,  in  July  of  1971  this  concept  and  its  application  in 
Georgia  was  furthered  by  the  award  to  the  Medical  Association  of  Georgia  of  a 
federal  grant  for  $50,000.  The  goal  of  this  grant  by  the  National  Center  for 
Health  Services  Research  and  Development  is  the  development  of  methods  of 
objective  medical  care  review  so  as  to  maintain  or  improve  quality  of  care.  The 
grant  creates  a Georgia  Experimental  Medical  Care  Review  Organization 
(EMCRO)  for  this  purpose.  The  EMCRO  is  a project  of  the  Medical  Association 
of  Georgia. 

Our  grant  is  for  development,  not  operations,  and  so  we  have  the  luxury  of 
time  to  plan  our  approach  in  detail  before  actually  receiving  claims  or  records  to 
review — from  whatever  source.  Our  plans  must  cover  the  entire  range  of  phy- 
sician-generated services — from  office,  emergency  room,  hospital,  nursing  home, 
to  home  care.  Necessity,  appropriateness,  and  quality  of  care  in  each  of  these 
settings  will  be  examined.  The  population  to  be  considered  by  the  EMCRO  con- 
sists of  all  Georgia  residents — whether  covered  by  Medicaid,  Medicare,  private  in- 
surance carriers,  or  other  means.  However,  at  this  point,  the  sources  of  review^ 
data  are  not  critical;  the  development  of  mechanisms  by  which  to  evaluate  this 
data  is  the  immediate  goal. 

Any  objective  means  of  evaluation  requires  criteria  that  can  be  fairly  and  con- 
sistently applied.  In  the  medical  field,  these  criteria  should  be  developed  by  prac- 
ticing physicians.  To  that  end,  the  EMCRO  has  requested  that  criteria  for  tonsil- 
lectomy and  adenoidectomy,  hysterectomy,  cholecystectomy,  and  pneumonia  be 
developed  by  the  appropriate  specialty  societies  in  the  state.  Criteria  Development 
Committees  composed  of  four  or  five  physicians  who  treat  for  the  given  diagnosis 
or  perform  the  given  procedure  are  being  established  by  the  specialty  societies  to 
accomplish  this  task.  Current  plans  call  for  the  development  during  the  next  six 
months  of  criteria  for  four  additional  procedures  (dilation  and  curettage,  appen- 
dectomy, repair  of  umbilical  hernia,  and  surgery  for  inguinal  hernia)  and  six  ad- 
ditional diagnoses  (urinary  tract  infections,  chronic  heart  disease,  gastroenteritis, 
acute  myocardial  infarction,  bronchitis,  and  diabetes  mellitus).  It  is  anticipated 
that  all  specialty  societies  will  be  requested  to  develop  such  criteria  in  the  future. 
(See  Criteria  Format.) 

During  our  experimental  stage,  we  envision  a sample  of  interested  hospitals  as 
one  source  of  review  data  to  which  we  will  apply  these  criteria;  the  hospital  staff 
may  consider  participation  in  such  a study  a part  of  their  continuing  program  of 
self-evaluation. 


CRITERIA  FORMAT 


I Diagnosis  or  Procedures 

A.  Outpatient 

1.  Symptoms 

2.  Physical  findings 

3.  Laboratory — x-rays 

4.  Plan  of  treatment — services,  therapies  and  medications  (with  frequency) 

5.  Basis  for  continuation  of  plan  of  treatment 

6.  End  result  of  treatment 

B.  Inpatient 

1 . Indications  for  admission 

2.  Hospital  services  usually  provided 
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3.  Hospital  services  consistent  with  diagnosis 

a.  Laboratory 

b.  Roentgenology 

c.  Special  procedures 

4.  Probable  length  of  stay 

a.  Preoperative  days 

b.  Postoperative  days 

5.  Contingencies  that  may  extend  length  of  stay 

6.  Indications  for  discharge 

7.  Outpatient  plan  of  follow-up  treatment 

8.  End  results  of  treatment 

It  may  also  be  possible  for  the  EMCRO  to  utilize  the  problem-oriented  record 
as  a means  of  assessing  quality  of  care.  This  application  is  being  explored  in  part 
because:  (1)  a problem-oriented  record  lends  itself  so  readily  to  interpretation 
by  others  (it  is  an  efficient  means  of  communication)  and  (2)  it  promotes  quality 
care  by  requiring  that  the  physician  record  the  logic  of  his  mode  of  treatment. 
Physicians  participating  in  the  experimental  phase  would  be  asked  to  prepare 
problem-oriented  records  on  patients  with  diagnoses  for  when  criteria  had  been 
developed.  Such  an  application  of  criteria  would  serve  a twofold  purpose : ( 1 ) to 
test  the  problem-oriented  record  as  a data  source,  and  (2)  to  test  the  validity  of 
the  criteria. 

The  EMCRO  is  currently  meeting  with  representatives  of  the  Georgia  Nursing 
Home  Association  to  develop  a system  of  centralized  utilization  review  for  nursing 
homes.  Such  a system  would  periodically  re-evaluate  all  nursing  home  patients 
to  determine  if  they  are  receiving  the  appropriate  level  of  care  and  to  determine 
if  continued  stay  is  medically  necessary.  In  addition,  this  system  would  generate 
certain  required  reports  and  statistical  data. 

A hospital  data  system  is  also  being  considered.  Such  a system  would  process 
abstracted  medical  data  on  all  discharges  and  return  the  data  in  meaningful  sum- 
mary form  (by  diagnosis,  by  service,  etc.)  to  the  hospital  for  use  by  its  medical 
staff.  Utilization  Review  Committee,  etc.  It  is  felt  that  the  provision  of  this  data 
to  the  hospital  staff  would  promote  staff  self-evaluation  and  thus  improvement  of 
quality  of  care.  Here  too,  required  reports  and  statistical  data  would  be  prepared 
for  the  hospital.  Further,  our  EMCRO  would  have  available  to  it  a body  of  medical 
information  to  which  we  could  apply  our  criteria  and  thus  evaluate  our  own 
techniques  of  review. 

At  the  present  time,  the  EMCRO  is  contracted  to  provide  the  entire  utilization 
review  function  for  a Georgia  hospital.  This  is  being  done  on  an  experimental 
basis  to  determine  the  feasibility  of  such  an  approach.  Concurrent  utilization  re- 
view functions  by  way  of  telecopier  transmission  from  the  hospital  to  EMCRO  of 
a length  of  stay  report  initiated  when  guidelines  provided  by  the  EMCRO  are 
exceeded.  The  EMCRO  replies  within  24  hours  as  to  whether  additional  stay 
appears  to  be  justified.  Retrospective  utilization  review  functions  by  way  of 
EMCRO  review  of  the  entire  patient  record  for  every  inpatient  discharged.  De- 
terminations as  to  medical  necessity  and  medical  appropriateness  of  services  are 
made,  and  the  hospital  notified  as  to  the  results  of  each  review. 

EMCRO  experiments  such  as  these  are  undertaken  to  strengthen  and  further 
the  concept  of  peer  review  by  making  available  to  the  practicing  physician  in- 
volved in  the  review  process  the  tools  and  methodologies  by  which  he  can  ac- 
complish his  task — assessing  and  improving  the  quality  of  medical  care. 
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X HE  PRIMARY  PURPOSE  of  our  peer  review  is  to  provide  for  the  people  of 
Georgia  medical  care  of  the  highest  quality,  at  a reasonable  cost,  with  the  efficient 
use  of  our  medical  facilities. 

Voluntary  peer  review  has  existed  since  physicians  first  compared  the  results 
of  their  medical  treatment.  In  recent  years  the  monetary  expenditures  for  health 
care  have  multiplied  rapidly.  Private  health  insurance  benefits  have  expanded. 
Federal  programs,  notably  Medicare  and  Medicaid,  have  been  enacted.  The  pa- 
tients, or  consumers,  have  been  educated  to  expect  medical  care  of  high  quality. 
These  and  similar  changes  indicate  that  physicians  should  provide  assurances  that 
their  services  are  professionally  competent,  that  their  charges  are  reasonable,  and 
that  the  medical  facilities  are  utilized  efficiently. 

It  is  desirable  that  the  evaluation  of  the  medical  care  be  made  by  those  who 
are  the  most  capable,  by  the  physicians  themselves.  The  evaluation  is  most  ac- 
curate when  it  is  done  by  physicians  of  similar  skill  and  practicing  in  a similar 
location,  by  the  peers,  of  the  physician  whose  medical  treatment  is  under  con- 
sideration. In  other  words,  peer  review  indicates  an  evaluation  made  by  one’s 
equals. 

The  concept  of  peer  review  has  been  endorsed  by  virtually  all  of  the  component 
societies  of  organized  medicine.  The  alternative  to  peer  review  is  unpleasant.  Our 
federal  programs  are  prepared  to  establish  their  own  mechanisms  for  reviewing 
the  medical  care  of  physicians,  if  the  physicians  are  unwilling  or  unable  to  do  so 
themselves  effectively.  New  health  care  proposals  in  Congress  are  quite  willing  to 
omit  physicians  entirely  from  their  review  procedures  if  the  doctors  are  reluctant 
to  provide  a satisfactory  review.  Unless  doctors  are  willing  to  perform  responsible 
peer  review,  we  can  expect  our  various  health  care  programs  to  establish  their 
own  system  for  evaluating  the  quality  and  costs  of  our  services.  It  is  to  be  expected 
that  their  review  will  be  done  by  clerical  personnel,  according  to  the  standards  of 
care  which  they  establish,  and  by  the  mechanism  most  convenient  to  them. 

The  physicians  in  Georgia  have  had  effective  peer  review  for  many  years.  The 
success  of  its  program  is  the  result  of  the  diligence  and  effectiveness  of  our  14 
local  review  committees.  The  review  of  medical  care  can  be  done  most  accurately 
by  those  who  are  on  the  local  scene.  Our  most  sincere  appreciation  is  expressed 
to  those  who  serve  in  this  capacity.  The  same  appreciation  should  be  expressed 
to  those  who  have  been  selected  by  our  specialty  societies  to  serve  on  our  state 
Medical  Review  and  Negotiating  Committee. 

The  Executive  Committee  of  the  Medical  Association  of  Georgia  has  adopted 
a Policy  Manual  for  Peer  Review  in  Georgia.  The  manual  outlines  the  mechanism 
to  be  followed  for  the  review  of  claims.  Procedures  are  described  for  use  by  the 
individuals,  carriers,  or  committees  who  may  request  a review  or  an  appeal  of 
decisions  regarding  the  physician’s  charges,  quality  of  care  provided,  or  proper 
utilization  by  the  physician  or  by  the  patient  of  services. 

The  educational  value  of  peer  review  is  one  of  its  major  benefits.  The  review  of 
medical  care  can  be  expected  to  identify  the  medical  conditions  which  may  not  be 
receiving  competent  care.  Appropriate  educational  programs  can  be  established 
to  correct  these  problems. 

It  is  timely  to  call  to  your  attention  a recent  ruling  by  the  Supreme  Court  of 
Michigan.  That  court  recently  held  that  a medical  specialist's  standards  of  care 
must  meet  national  norms,  not  merely  those  standards  customarily  expected  in  the 
geographic  area  in  which  he  practices.  The  court  states  that  his  care  should  be 
that  of  a reasonable  specialist  practicing  medicine  in  the  light  of  present-day 
scientific  knowledge,  geographical  conditions  or  circumstances  notwithstanding. 
It  is  well  for  all  specialists  to  bear  in  mind  the  significance  of  this  ruling.  The 
evaluation  by  our  review  committees  regarding  the  quality  of  the  care  provided 
by  our  specialists  should  also  take  this  ruling  into  consideration. 

John  R.  McCain,  M.D. 
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COUNTY  SOCIETY  OFFICERS’  CONFERENCE  SCHEDULED 


The  14th  Annual  County  Society  Officers’  Confer- 
ence will  be  held  February  19-20,  1972  at  the  Shera- 
ton-Biltmore  Hotel,  Atlanta.  This  Conference  is  spon- 
sored by  the  MAG  Committee  on  Communications’ 
Subcommittee  on  County  Society  Officers’  Conference 
under  the  chairmanship  of  Dr.  J.  Watts  Lipscomb. 

In  a continuing  direction  of  the  House  of  Delegates, 
new  members  will  be  invited  to  participate.  These 
members  will  be  given  an  over-all  look  at  the  Medical 
Association,  what  the  Association  is  attempting  to  ac- 
complish, what  services  are  available  to  new  members 
and  the  ways  that  they  can  participate  in  the  Associa- 
tion’s programs.  The  benefits  of  membership  in  the 
American  Medical  Association  and  the  Medical  Asso- 
ciation of  Georgia  will  be  covered  as  well  as  informa- 
tion regarding  the  duties  of  County  Society  Officers. 

The  second  portion  of  the  program  will  be  opened 
by  one  of  the  local  television  weather  forecasters  with 
his  predictions  of  things  to  come.  A panel  discussion 
on  legislation  of  concern  to  MAG  will  follow  with  sev- 
eral chairmen  of  committees  discussing  their  particular 


THE 

AMERICAN  FERTILITY  SOCIETY 
MEETING 
AND 

CONTINUING  EDUCATION 
PROGRAM 

The  American  Fertility  Society  announces  its  Fifth 
Postgraduate  Course  and  28th  Annual  Meeting  to  be 
held  at  The  Waldorf-Astoria  Hotel  in  New  York  City. 

The  Postgraduate  Course  will  be  held  on  Sunday, 
February  27,  1972  and  will  consist  of  eight  seminars 
to  be  held  at  the  hotel.  In  addition,  three  workshop 
sessions  at  area  hospitals  have  been  planned. 

The  Annual  Scientific  Meeting  of  the  Society  will  be 
held  February  28,  29  and  March  1,  1972.  Among  the 
topics  on  which  papers  will  be  presented  are:  Ovarian 
Function,  The  Oviduct,  Hypothalamic-Pituitary  Func- 
tion, Immunology,  The  Male  Factor,  Population 
Trends,  Fertility  Control,  Abortion  and  Sterilization, 
and  Endoscopy. 

For  additional  information  and  pre-registration 
forms,  please  contact:  Herbert  H.  Thomas,  M.D.,  Med- 
ical Director,  The  American  Fertility  Society,  1801 
Ninth  Avenue  South,  Suite  101,  Birmingham,  Alabama 
35205. 


interest  in  proposed  legislation.  This  is  most  apropos 
as  the  1972  General  Assembly  will  be  in  session.  It  is 
hoped  that  the  featured  speaker  for  the  afternoon  will 
be  a Florida  Congressman,  who  will  speak  on  “Nation- 
al Health  Insurance  and  Physician  Involvement.” 

The  following  day  a panel  will  discuss  various  as- 
pects of  the  Georgia  Medical  Care  Foundation,  Inc. 
The  “Experimental  Medical  Care  Review  Organiza- 
tion,” “Project  Medicaid  Review,”  “Membership  in  the 
Foundation,”  and  the  “Future  of  the  Foundation”  will 
be  discussed. 

On  Sunday  afternoon  and  Monday,  the  MAG  Com- 
mittee on  Communications  is  sponsoring  the  AMA 
Speakers  and  Leadership  Seminar  immediately  follow- 
ing the  County  Society  Officers’  Conference.  The  AMA 
will  be  sending  staff  to  give  instructions  in  public 
speaking  and  it  is  hoped  that  you  will  attend. 

There  will  be  a social  hour  and  musical  entertain- 
ment by  “The  Taylor-White  Group”  for  those  members 
attending  and  their  wives  on  February  19,  1972  at  the 
Sheraton-Biltmore  Hotel. 


1972 

ATLANTA  GRADUATE 
MEDICAL  ASSEMBLY 

March  12-15,  1972 
Marriott  Motor  Hotel 

Sponsored  by  the 
Medical  Association  of  Atlanta 

Featuring  Seminars  on: 

Anesthesiology 

Surgery 

Cardiology 

Obstetrics  and  Gynecology 
Cancer 

Diabetes  Mellitus 
Medicine 
Pediatrics 
Radiology 
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Doctor  ....  Shouldn’t  You  Contribute 
To  the  MAG  Foundation? 

• Your  Contribution  Is  Tax  Dednctible 

• You  May  Earmark  Funds 

• You  May  Contribute  Cash,  Books,  Life  Insurance,  Land,  Instru- 
ments, Stamp  and  Coin  Collections,  Works  of  Art,  Secnrities,  etc. 

When  You  Contribute  You  Help  Achieve  the  Objectives  of  the  Foun- 
dation Which  Are  Set  Forth  in  The  Charter  Under  the  Purposes: 

1.  To  engage  in  and  carry  out  scientific  research,  charitable, 
edncational  and  scientific  activities  and  projects. 

2.  Lend  financial  assistance  to  needy  members  of  the  medical 
profession  and  their  families. 

3.  Assist  medical  students  and  paramedical  students  in  the 
pursuit  of  their  education. 

4.  To  administer  governmental  programs  and  grants. 

5.  To  accept  and  hold  as  assets  of  the  corporation  in  trust  or 
otherwise  consistent  with  its  other  charitable  purposes. 

One  Way  You  Can  Support  Your  Foundation  Is  by  Completing  the 
Bequest  Form  Below  and  Mailing  to : 

Medical  Association  of  Georgia  Foundation,  Inc. 

938  Peachtree  Street  N.E. 

Atlanta,  Georgia  30309 


MAG  FOUNDATION 

Form  of  Bequest 

I give  and  bequeath  to  the  Medical  Association  of  Georgia  Foundation,  Inc.,  938 

Peachtree  Street,  N.E.,  Atlanta,  Georgia  30309,  the  sum  of 

dollars  $ ( ) to  be  used  by  the  Board  of  Trustees  of  the  Founda- 
tion for 

(state  purpose  of  gift  if  restricted) 

Signed 
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Schematic  representation  of  coronary  artery 
bypass  procedure.  See  page  52. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella- Aerobacler,  Staphylococcus 
aureus,  Proteus  tnirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  (here  may  be  wide  variations 
with  identical  doses;  1 2 to  15  mg/ 1 00  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 

Contraindications:  Children  below  age  12; 
sulfonamide  hypersensitivity;  pregnancy  at  term  and 
during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  ot  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombo- 
cytopenia, leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI, 
bottles  of  100  and  500. 


Azci 

Each  tablet  contains  100  mg  phenazopyridine  1] 

for  dramatic 
relief  from  symptoms 
within  minutes 


Artist's  rendition  of  inflamed 
mucosa  of  the  bladder  wall 


Today  you 
have  your  own. 


I If  youVe  around  40  or  45,  you’ve 
lobably  had  quite  a bit  of  clinical  experience 
I th  Orinase. 

I Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
1:  about  it. 

On  the  one  hand,  you  know  that  diet 
d weight  control  are  the  initial  and  essential 
undations  for  the  management  of  adult- 
I set,  non-ketotic  diabetes.  When  these 
pasures  prove  satisfactory,  no  additional 
Iprapy  is  indicated.  On  the  other  hand,  you 
low  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 

j 

recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


an  daily,  and  during  the  first  month  report  at  least  once  weekly 
r physical  examination  and  definitive  evaluation.  After  a month, 
caminations  are  recommended  monthly  or  as  indicated.  Ap- 
jarance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
wering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
3tain  and  hold  clinical  improvement  indicate  nonresponsive- 

tiss  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
aintaining  standard  diet  regulation.  Uncooperative  patients 
lould  be  considered  unsuitable  for  therapy.  Prescriptions  should 
e refilled  only  on  specific  instruction  of  physician.  In  treating 
ild  asymptomatic  diabetic  patients  with  abnormal  glucose 
iterance,  glucose  tolerance  tests  should  be  obtained  at  three- 
) six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
ite  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
iabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
isulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
ropriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
lay  occur  and  may  mimic  acute  neurologic  disorders  such  as 
erebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
isease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
drenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
emia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
lides,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
xidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
henyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
icrease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
een  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity;  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia:  hemolytic  anemia;  aplastic  anemia: 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0,5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  UpiOhn  Company  JA7M495  MEDB-5-S  LAO-6 
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MAG  Position  on  Governor  Carter’s 


Reorganization  Plan 


M AG  HAS  TAKEN  no  position  on  the  Governor’s 
total  reorganization  plan.  MAG  favors  the  basic 
structure  and  organization  of  the  Board  and  De- 
partment which  is  charged  with  the  delivery  of 
health  care  services  to  the  people  of  Georgia.  The 
vital  health  care  services  performed  and  coordinated 
by  the  Board  of  Health  and  the  Georgia  Depart- 
ment of  Public  Health  affect  every  Georgian,  di- 
rectly or  indirectly.  Direction  of  these  necessary 
services  should  be  left  in  the  hands  of  independent 
professionals.  Quality  health  care  can  best  be  deter- 
mined, administered  and  delivered  by  properly 
trained  and  experienced  health  experts. 

This  change  would  not  be  in  the  best  interest  of 
the  people  of  Georgia.  We  believe  the  proposed  De- 
partment of  Human  Resources  could  not  be  sound- 
ly administered,  because  of  the  diversity  of  func- 
tions contained  in  these  nine  departments  which  are 
proposed  to  be  merged.  We  further  believe  the  pro- 
posed Department  would  not  accomplish  the  desired 
results  of  reorganization. 

The  Board  of  Health 

Governor  Carter  has  made  numerous  accusations 
against  the  State  Board  of  Health.  He  charges  that 
the  Board  has  been  unresponsive  to  the  health  needs 
of  Georgians. 

The  Board  of  Health  is  composed  of  eminently 
qualified  men  from  the  major  professional  societies 
in  the  state,  as  well  as  expert  representatives  from 
city  and  county  governments.  We  believe  this  Board 
has  worked  well  in  the  performance  of  its  job  and 
has  accomplished  much  for  the  people  of  Georgia. 

The  Medicaid  Program 

Governor  Carter  has  charged  the  Board  of  Health 
with  poor  management  of  the  Medical  Assistance 
Program. 

MAG  finds  the  Board  has  acted  efficiently  and  ef- 
fectively in  the  administration  of  this  complex  pro- 
gram, often  over  the  objections  of  and  without  the 
cooperation  of  the  Director  of  the  Department  of 
Health. 


The  Board  has  taken  numerous  actions  to  assure 
proper  controls  over  the  program.  Among  those 
taken  are: 

In  1968,  shortly  after  the  Medicaid  Program 
began  functioning,  the  Board  initiated  work  to- 
ward a contract  between  the  Department  of 
Health  and  an  outside  agency  to  establish  guide- 
lines and  review  procedures  for  the  Medicaid 
Program. 

In  1969,  the  Board  continued  its  study  of  the 
Medicaid  Program  and  the  Chairman  requested 
the  Department  to  strengthen  the  review  proce- 
dures. The  requested  procedures  were  not  effected 
by  the  Director,  as  requested  by  the  Board. 

Problems  facing  the  program  were  compounded 
by  a massive  and  rapidly  increasing  list  of  eligible 
welfare  recipients  and  spiraling  inflation,  both  of 
which  were  beyond  the  control  of  the  Board  of 
Health. 

In  January,  1971,  the  Board  demanded  that  the 
Department  enforce  tighter  controls. 

In  February,  1971,  the  Board  directed  the  De- 
partment to  undertake  an  immediate  and  com- 
plete re-investigation  of  ways  to  improve  cost 
controls  in  the  program.  The  Board  instructed 
the  Department  to  work  closely  with  the  General 
Assembly  and  to  include  a careful  review  of  fees 
for  service,  institutional  costs,  peer  and  utiliza- 
tion review. 

In  May,  1971,  the  Board  authorized  a contract 
with  the  Georgia  Medical  Care  Foundation  to  set 
up  a strong  guideline,  review  and  control  pro- 
gram. This  contract  was  approved  in  June,  1971. 

In  August,  1971,  the  Board  approved  a con- 
tract with  the  Foundation  for  the  review  of  phy- 
sicians’ claims  which  totaled  more  than  $25,000 
for  the  calendar  year  1970. 

Effectiveness  of  the  Programs 

The  effectiveness  of  the  review  and  controls  pro- 
grams established  by  the  Board  is  impressive. 

An  examination  of  the  budget  status  of  the  pro- 
gram for  the  first  five  months  of  the  present  fiscal 
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year,  ending  November  1971,  compared  with  the 
same  period  in  1970,  reveals: 


PERCENTAGE  OF  BUDGETED  FUNDS  EXPENDED 

Budget  period  completed:  41  per  cent 

Category 

July-Nov.  1971 

July-Nov.  1970 

Physicians  and  related 

services  

28.6 

81.3 

Inpatient  hospital  

25.1 

55.4 

Outpatient  hospital  . . . 

37.7 

67.1 

Nursing  home — skilled 

36.4 

52.5 

Nursing  home — extended  . . . 36.7 

41.2 

Prescribed  drugs  . . . . 

26.4 

84.5 

Significant  savings  have  been  accomplished  as  a 
result  of  the  review  and  controls  program  con- 
ducted by  the  Foundation  under  contract  with  the 
Department  of  Health  at  the  insistence  of  the  Board 
of  Health.  Through  December  20,  1971,  the  review 
process  has  resulted  in  the  following  fund  actions: 
Physicians’  Claims:  3,301  have  been  reduced, 
resulting  in  actual  dollar  savings  of  $86,647. 

Nursing  Homes  Claims:  225  claims  have  been 
reduced,  resulting  in  actual  dollar  savings  (based 
on  the  three-year  “average  stay”  nursing  home 
occupancy)  of  $766,080. 

Hospital  Claims:  121  claims  have  been  reduced, 
resulting  in  actual  dollar  savings  of  $36,474. 

Total  Dollar  Savings  for  the  period  of  July  1, 
1971  through  December  20,  1971:  $889,201. 
Actions  taken  by  the  Foundation’s  program  in 
1971  are  indicative  of  the  controls  which  have  been 
instituted  and  had  been  urged  by  the  Board  of 
Health  since  1968. 

The  program  established  by  the  Foundation,  in 
cooperation  with  the  Department  of  Health,  is  de- 
signed to  forward  to  the  Foundation  all  physicians’ 
claims  which  exceed  parameters  established  by  the 
Foundation.  All  of  these  claims  are  reviewed  by  the 
Foundation.  The  reviewing  process  includes  three 
phases:  A team,  headed  by  a registered  nurse,  first 
examines  the  claim.  If  it  is  felt  that  the  claim  is  ex- 
cessive, the  claim  is  then  forwarded  to  a physician 
consultant  for  peer  review.  If  the  consultant  finds 
the  claim  to  be  excessive,  the  claim  is  then  for- 
warded to  a board  of  review,  composed  of  physi- 
cians, for  final  action. 

The  Foundation  screened  all  practicing  physicians 
in  Georgia  and  selected  for  special  review  those 
whose  practice  patterns  appeared  unusual.  The  team 
now  reviews  every  claim  sent  into  the  Health  De- 
partment by  these  physicians. 

The  Foundation  reviews  every  nursing  home  ad- 
mission. 


The  Foundation  developed  a mechanism  and  cri- 
teria for  determining  the  appropriate  level  of  care 
for  Medicaid  patients  in  nursing  homes. 

The  Foundation  reviews  all  hospital  claims  based 
on  established  criteria. 

It  should  be  noted  that  the  Board  of  Health  in- 
structed the  Department  to  forward  for  review  all 
claims  which  exceed  the  parameters  established  by 
the  Foundation.  It  was  estimated  that,  on  the  basis 
of  the  number  of  claims  submitted  to  the  Health 
Department  for  Medicaid  payments,  the  number  to 
be  reviewed  by  the  Foundation  would  be  approx- 
imately 15,000  per  month.  However,  actual  claims 
reviewed  by  the  Foundation  for  the  period  of  July  1 
through  December  30,  1971,  totals  only  20,784 
claims.  The  Foundation  and  the  Board  of  Health 
have  continued  to  urge  the  Director  of  the  Depart- 
ment of  Health  to  provide  the  Foundation  with  a 
greater  number  of  claims,  which  would  result  in 
greater  savings. 

Drug  Treatment  Program 

Governor  Carter  requested  the  Board  to  author- 
ize a massive  methadone  program.  He  became  quite 
irritated  when  the  Board  did  not  immediately  initiate 
the  program. 

MAG  finds  that  the  Board  of  Health  did,  in  fact, 
move  forward  with  this  program  with  positive,  ma- 
ture judgment  and  action.  There  was  valid  reason 
for  the  careful,  deliberate  pace  of  progress  in  the 
program,  rather  than  a headlong  rush  into  a new, 
untried  and  potentially  dangerous  crash  program. 
Methadone  is  itself  a narcotic,  a controversial  drug. 
Many  experts  are  reluctant  to  recommend  its  use 
without  close  personal  medical  supervision.  After 
careful  study,  based  on  their  professional  knowledge 
and  research  into  the  facts  and  the  anticipated  con- 
sequences of  such  a massive  program,  the  Board, 
in  June,  1971,  made  its  decision  and  moved  forward 
at  full  speed,  to  cooperate  with  the  Governor  in  es- 
tablishing a safe,  workable  program. 

Mental  Health  and  Prisons 

Governor  Carter’s  plan  would  cast  physical  and 
mental  health  into  the  same  government  bureau 
which  administers  eight  other  departments  in  state 
government,  including  the  Department  of  Correc- 
tions, and  the  State  Probations  Department.  Thus, 
mental  health,  which  has  suffered  under  the  stigmat- 
ic  “prison”  image  for  decades,  would  be  cast  back 
into  the  same  “pit”  of  association  with  prisons,  par- 
dons and  paroles.  Experts  in  mental  care  in  Georgia 
have  spent  generations  removing  from  the  illness 
its  “prisoner”  image.  We  have  taken  one  step  for- 
ward. Now,  we  face  two  steps  backward. 
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This  new  method  has  as  its  chief  advantage 
a markedly  decreased  patient  morbidity 
and  expense. 


Sterilization  at  Laparoscopy 


EARNEST  M.  CURTIS,  M.D.,  Atlanta 


Sterilization  as  a means  of  contraception  has 
rapidly  gained  acceptance  in  the  last  decade.  With 
it  has  come  an  intensified  search  for  better  means  of 
interrupting  the  continuity  of  the  fallopian  tubes. 
This  interruption  may  be  accomplished  by  various 
combinations  of  excision,  ligation,  mechanical  oc- 
clusion, and  coagulation.  Tubal  coagulation  and  re- 
section, using  the  transabdominal  laparoscope,  has 
surged  to  the  forefront  as  a simple,  effective  and  less 
expensive  method  of  preventing  further  pregnancy. 

Endoscopy  is  not  a new  technique  but  with  the 
recent  development  of  fiberoptic  lens  systems,  ex- 
cellent and  complete  visualization  of  the  pelvic  struc- 
tures can  safely  be  performed,  as  well  as  certain  op- 
erative procedures.  Most  commonly,  a rigid,  straight 
lens  system  with  a fairly  wide  angle  of  view  is  com- 
bined in  a single  sheath  with  glass  fibres  capable  of 
transmitting  cool  light  from  an  external  source. 

Although  the  procedure  may,  under  certain  cir- 
cumstances, be  accomplished  under  local  anesthesia, 
it  is  usually  best  performed  under  general  anesthesia 
with  an  endotracheal  tube  in  place.  Except  for  the 
preparation  for  the  anesthesia  itself,  only  a preoper- 
ative enema  is  required.  The  patient  is  placed  in  a 
semi-lithotomy  position  and  prepared  with  an  an- 
tiseptic solution  from  the  level  of  the  xyphoid  down 
to  the  pubic  area  and  vagina.  The  subumbilical  mar- 
gin is  grasped  with  towel  clips  and  a tiny  stab  wound 
made  in  the  skin.  Using  one  of  several  types  of 
needles,  the  peritoneal  cavity  is  entered  and  a pneu- 
moperitoneum is  produced  with  either  nitrous  oxide 
or,  preferably,  in  our  experience,  carbon  dioxide. 
The  incision  is  then  increased  to  about  1.5  cm.  and 
the  sheath  and  the  trocar  are  inserted  into  the  peri- 
toneal cavity.  The  endoscope  is  placed  through  the 
sheath  and  a panoramic  view  of  the  uterus,  fallopian 
tubes  and  ovaries  is  obtained.  A second,  smaller 
sheath  is  inserted  through  the  abdominal  wall  about 
halfway  between  the  umbilicus  and  the  symphysis 
pubis,  through  which  a variety  of  operative  instru- 
ments may  be  placed.  Using  an  insulated  grasping 
forcep,  each  fallopian  tube  can  be  elevated  and  its 
midportion  coagulated  for  a distance  of  several  cen- 
timeters. Thereafter,  most  authors  have  preferred  to 


remove  a small  segment  of  fallopian  tube  using  the 
same  instrument.  All  of  this  is,  of  course,  accom- 
plished under  direction  vision.  The  pneumoperi- 
toneum is  allowed  to  escape  through  the  sheath.  No 
more  than  one  or  two  skin  sutures  are  required  and 
dressing  consists  of  a Band-Aid. 

Most  patients  have  a moderate  amount  of  abdom- 
inal discomfort  on  the  day  of  surgery  and  many  com- 
plain of  chest  or  shoulder  aching  due  to  the  pneu- 
moperitoneum. Rarely  is  this  not  controlled  with 
oral  analgesics.  In  our  experience,  most  patients  ap- 
preciate spending  the  first  postoperative  night  in  the 
hospital,  but  it  is  quite  possible  to  discharge  the  pa- 
tient home  within  four  to  six  hours  after  surgery.  No 
restriction  on  activity  is  imposed  following  the  pa- 
tient’s discharge  on  the  first  postoperative  day. 

The  procedure  as  generally  described  here  has 
been  performed  throughout  the  world  on  literally 
hundreds  of  thousands  of  patients.  In  our  country, 
enthusiasm  has  mounted  only  within  the  last  few 
years.  The  largest  series  with  which  I am  personally 
familiar  is  that  done  at  the  Johns  Hopkins  Hospital 
in  Baltimore.  That  number  exceeds  1,400  patients 
at  the  present  time. 

With  tubal  coagulation  and  resection,  one  would 
expect  at  least  as  good  a result  as  with  the  usual 
methods  of  transabdominal  or  transvaginal  tubal  li- 
gation. Reported  failure  rates  have  varied  from  about 
one  in  200  cases  to  one  per  1,000.  In  the  previously 
mentioned  Hopkins  series,  extending  over  nearly 
three  years,  there  has  occurred  one  subsequent  in- 
trauterine pregnancy  and  one  ectopic  pregnancy. 

Complications  of  the  procedure  have  been  quite 
rare,  and  have  included  subcutaneous  emphysema, 
abdominal  wall  hematomas,  traumatic  perforation  of 
the  intestine,  transient  bradycardia  and  an  occasional 
complication  of  anesthesia.  Should  severe  intrapelvic 
or  abdominal  bleeding  or  small  injury  occur,  laparo- 
tomy is  necessary. 

Sterilization  at  laparoscopy  has  been  performed 
by  surgeons  of  every  level  of  training  and  com- 
petence. As  one  would  expect,  the  more  experienced 
the  operator,  the  less  frequently  are  complications 
encountered. 
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The  equipment  necessary  for  this  method  of  steri- 
lization remains  expensive  and,  in  its  simplest  form, 
costs  between  $1,500  and  $2,000. 

The  most  obvious  advantage  is  the  brief  postop- 
erative recovery  period  and  the  short  hospitalization. 
In  some  centers,  the  patient  is  brought  into  the  hos- 
pital in  the  morning,  operated  upon,  and  discharged 
home  by  afternoon.  Contrasted  to  the  hospital  stay 
of  four  to  eight  days  usually  involved  with  classical 
techniques  of  transabdominal  sterilization,  the  do- 
mestic and  economic  advantages  to  the  patient  and 
the  Health  Insurance  carriers  are  obvious. 

The  short  term  of  debility  places  this  technique  in 
line  with  that  of  vasectomy,  and  patient  acceptance 
has  been  overwhelmingly  favorable. 

Selection  of  patients  for  this  procedure  should  be 
in  keeping  with  existing  laws.  In  the  state  of  Georgia, 
the  patient  must  be  married  and  a resident  of  this 


state.  Obese  patients  and  those  with  previous  lower 
abdominal  surgery  should  be  approached  with  great 
caution.  Those  with  active  pelvic  inflammatory  dis- 
ease or  severe  tubal  distortion  must  be  avoided. 

In  summary,  laparoscopy  is  an  excellent  technique 
for  visualization  of  the  pelvic  contents.  As  such,  it 
is  a very  useful  diagnostic  tool  and  may  be  used  for 
coagulating  and  resecting  the  fallopian  tubes.  This 
method  of  sterilization  has  been  widely  used,  seems 
to  be  at  least  as  effective  as  the  standard  forms  of 
tubal  ligation,  and  has  as  its  chief  advantage  a 
markedly  decreased  patient  morbidity  and  expense. 

275  Carpenter  Drive,  N.E. 
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HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

Sunday,  January  16,  1972 


Building  Expansion;  Learned  that  steps  are  being 
finalized  on  MAG’s  Feasibility  Study. 

EMCRO:  Heard  that  MAG’s  operational  grant  for 
an  Experimental  Medical  Care  Review  Organization 
will  be  submitted  on  February  1. 

Awards:  Referred  to  the  Awards  Committee  the  op- 
portunities for  nominations  for  the  AMA’s  Sheen 
Award  and  the  Georgia  Scientists  of  the  Year  Award 
of  the  Georgia  Science  and  Technology  Commission. 

Membership  Blue  Cross-Blue  Shield  Plan:  Instruct- 
ed Staff  to  continue  negotiations  for  establishment  of 
this  plan. 

Foundation;  Heard  that  some  of  monies  owed  MAG 
had  been  paid  with  the  balance  to  be  remitted  by  the 
end  of  the  month.  Authorized  members  of  the  Founda- 
tion Board  to  submit  names  of  alternates  for  approval. 

GaMPAC:  Reviewed  candidate  selected  procedure 
and  noted  the  value  of  continued  communication  be- 
tween the  Executive  Committee  and  the  GaMPAC 
Board. 


Laboratory  Licensing:  Reaffirmed  positions  regard- 
ing license  law  modifications  adopted  by  the  Council 
in  September,  1971, 

State  Medical  Education  Board:  Suggested  that 
President  Mitchell  seek  replacement  in  the  State  Budget 
of  18  scholarships  for  medical  students,  reduced  by 
Governor  Carter  from  the  38  originally  appropriated. 

Legislation:  Decided  that  the  proposed  Bill  on  Phy- 
sicians’ Assistants  be  written  so  that  physicians’  as- 
sistants can  be  hired  only  by  physicians  in  private 
practice.  Referred  to  the  Committee  on  Private  Prac- 
tice a proposed  bill  authorizing  non-profit  comprehen- 
sive health  care  corporations  and  directed  the  Chair- 
man of  the  Committee  on  State  Legislation  to  assist 
in  its  consideration,  along  with  Drs.  Dowda,  Haverty, 
David  Wells,  and  Mitchell. 

Podiatry;  Heard  that  no  ruling  on  the  payment  of 
Podiatrists  by  Blue  Shield  had  been  rendered  by  the 
Insurance  Commissioner’s  office  to  date. 

Next  Meeting:  Eebruary  20,  1972,  11:00  a.m.. 
Sheraton-Biltmore,  Atlanta. 
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Detailed  information  is  given  regarding 
the  ten  cardinal  signs  which  can  be 
used  for  diagnosis  in  the  newborn. 


Down’s  Syndrome:  Early  Diagnosis 
and  Cytogenetic  Findings 

EUGENE  C.  JARRETT,  M.D.,*  DAVE  A.  WELTER,  Ph.D.,t  and 
DOTSIE  R.  DEWBERRY,  B.A.,*  Gracewood 


ITH  THE  ovEPiALL  INCIDENCE  of  One  per  600 
births,  Down’s  Syndrome,  frequently  called  mon- 
golism or  G-trisomy,  is  one  of  the  most  common 
causes  of  mental  retardation  which  can  be  diagnosed 
clinically.  In  the  older  child  the  diagnosis  is  accom- 
plished, usually,  with  relative  ease,  but  at  birth  diag- 
nosis may  be  more  difficult.  Diagnosis  at  or  very  near 
birth,  however,  is  extremely  important.  Associated 
with  proper  diagnosis  should  be  proper  counseling  so 
that  the  parents  can  have  a complete  understanding 
of  their  infant  and  his  potential.  Accomplishing  broad 
counseling  such  as  this  requires  experience  and  takes 
hours  of  time  which  many  physicians  in  private  prac- 
tice do  not  have. 

Almost  all  physicians,  especially  general  practi- 
tioners, pediatricians,  and  obstetricians,  will  en- 
counter situations  requiring  counseling  regarding 
children  with  Down’s  Syndrome  at  some  times  during 
their  careers.  Due  to  the  pressures  of  practice  or  pos- 
sibly due  to  individual  biases,  this  counseling  may 
not  be  adequate,  and  more  problems  for  the  phy- 
sician and  the  family  involved  will  result.  There  are 
developing  in  Georgia,  Diagnostic  and  Counseling 
Centers  such  as  our  own  which  can  provide  for  the 
practitioner  a readily  available  means  to  establish 
definite  diagnosis  and  to  accomplish  counseling  ini- 
tially and,  if  needed,  at  later  dates  for  the  cases  that 
occur. 

All  Down’s  Syndrome  patients  have  an  extra 
chromosome  in  the  G group,  believed  to  be  a Num- 
ber 21  chromosome.  In  270  cases  of  Down’s  Syn- 
drome studied  in  our  laboratory,  253  cases  (93%) 
contained  47  chromosomes.  The  normal  number  in 

* Director,  Evaluation  Center,  Gracewood  State  School  and  Hos- 
pital. 

t Cytogenetic  Consultant,  Gracewood  State  School  and  Hospital. 

t Cytotechnologist,  Chromosome  Laboratory,  Gracewood  State 
School  and  Hospital. 


man  is  46  chromosomes.  In  these  253  cases  the  extra 
chromosome  is  an  extra  21  (G  group)  chromosome. 
In  the  other  17  cases  (7%  ) there  were  three  different 
chromosome  patterns.  Ten  of  the  cases  in  the  smaller 
group  contained  the  extra  21  chromosome,  but  it  was 
fused  to  one  of  the  number  15  (D  group)  chromo- 
somes, giving  a karyotype  (chromosome  pattern) 
with  only  46  chromosomes.  This  type  of  formation 
is  termed  a D/G  translocation.  Six  of  the  remaining 
17  cases  contained  46  chromosomes,  as  in  the  pre- 
vious ten,  but  in  these  cases  the  extra  21  chromo- 
some is  fused  or  translocated  to  another  21  chromo- 
some. This  is  termed  a G/G  translocation.  The  re- 
maining case  had  a certain  per  cent  of  cells  which 
contained  the  normal  chromosome  karyotype  and  a 
certain  per  cent  of  the  cells  which  were  G-trisomic. 
This  differing  of  chromosome  number  among  dif- 
ferent cells  within  an  individual  is  termed  mosaicism. 

Some  interesting  statistical  data  about  Down’s 
Syndrome  that  should  be  kept  in  mind  is  that  the  in- 
cidence is  about  1:600  viable  births.  Considering  the 
total  number  of  cases  of  Down’s  Syndrome,  78  per 
cent  are  born  to  mothers  over  the  age  of  30  years. 
The  majority  of  those  born  to  mothers  over  30 
(99%)  are  G-trisomic,  while  9 per  cent  of  the 
Down’s  Syndrome  born  to  mothers  under  30  years  of 
age  are  of  the  translocated  type.  The  chance  of  a 
mother  between  the  ages  of  15  to  30  years  having  an 
infant  with  Down’s  Syndrome  is  about  1 : 2,000  while 
after  the  age  of  30  the  chances  greatly  increase  up 
to  the  age  of  45,  where  the  risk  is  about  1 :40.  Strong 
evidence  indicates  that  there  is  some  type  of  ovarian 
degeneration  with  increased  age  which  has  strong 
influence  on  this  change  of  probability. 

More  important  than  the  G-trisomy,  from  the 
standpoint  of  genetic  counseling,  are  the  translocated 
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types  of  Down's  Syndrome.  Approximately  one-third 
of  the  cases  of  translocated  Down’s  Syndrome  come 
from  parents  where  one  is  a carrier  for  this  anomaly. 
The  carrier  parent  would  possess  a chromosome 
number  of  45,  but  in  essence  would  have  46  chromo- 
somes because  two  of  the  G group  chromosomes  or 
a D and  a G chromosome  would  be  fused  together. 
One  can  see  how  there  would  be  a possibility  for  the 
development  of  an  ovum  or  sperm  with  the  extra  G 
chromosome  in  a parent  with  a translocation.  As 
mentioned,  9 per  cent  of  all  mongols  born  to  mothers 
under  the  age  of  30  are  of  the  translocated  type  as 
opposed  to  1 per  cent  translocated  mongols  born  to 
mothers  over  30.  With  the  high  risk  of  repeated  af- 
fected pregnancies  in  the  translocated  group,  it  is 
imperative  that  young  mothers  of  these  infants  have 
a chromosome  study  to  determine  the  type  of  chrom- 
osome anomaly  that  might  be  present. 

There  were  four  families  in  our  studies  who  had 
two  or  more  affected  children  in  the  same  family. 
There  was  one  family  that  had  three  cases  and  three 
families  with  two  cases  in  each.  None  of  these  nine 
children  were  of  the  translocated  type.  In  each  family 
the  parents  were  young  and  the  chances  of  this  oc- 
currence should  have  been  high.  In  another  family 
we  found  one  case  of  Down’s  Syndrome  and  one  of 
Turner’s  Syndrome  (45  chromosomes,  missing  an 
X chromosome),  and  again  the  parents  were  young. 
The  etiology  of  Down’s  Syndrome  occurrence  is  still 
unknown,  but  there  is  evidence  that  factors  such  as 
radiation,  viral  diseases,  thyroid  dysfunction  and 
other  external  factors  may  be  involved  in  this  aber- 
rant process.  It  is  also  felt  that  there  is  some  type 
of  ovarian  degeneration  with  increasing  age  that  could 
influence  the  development  of  this  syndrome.  For 
these  reasons  it  is  imperative  that  we  obtain  chromo- 
some studies  on  as  many  parents  as  possible  who 
have  children  with  Down’s  Syndrome.  Equally  im- 
portant, we  must  obtain  an  accurate  clinical  history 
of  these  parents  so  that  the  influence  of  these  factors 
can  be  clarified. 

Since  1866  when  Langdon  Down^  separated  the 
mongoloid  children  from  the  general  population  of 
mentally  retarded,  many  typical  physical  features 
have  been  described.  These  features  as  a general 
rule  are  present  in  the  child  after  six  months  of  age, 
but  diagnosis  needs  to  be  accomplished  at  birth. 

Ten  cardinal  signs  of  Down’s  Syndrome  in  the 
newborn  were  established  by  Hall  in  1964.-  These 
findings  were  determined  by  the  fact  that  they  were 
usual  in  the  mongoloid  child  but  unusual  in  other  in- 
fants. Also,  these  signs  were  not  different  manifesta- 
tions of  the  same  defects.  The  signs  are:  (1)  hypo- 
tonia, (2)  poor  Moro  reflex,  (3)  flat  facial  profile. 


(4)  oblique  palpebral  fissures,  (5)  dysplasia  of  the 
ears,  (6)  excess  skin  on  the  neck,  (7)  simian  crease, 
(8)  hyperflexibility  of  the  joints,  (9)  dysplasia  of 
the  pelvis,  and  (10)  dysplasia  of  the  middle  phalanx 
of  the  fifth  finger. 

The  evaluation  of  the  Moro  refiex  and  muscle  tone 
are  routine  as  part  of  the  examination  in  the  new- 
born, and  abnormalities  in  these  areas  should  be 
picked  up  readily.  The  facies  of  the  infant  with 
Down’s  Syndrome  tend  to  be  fairly  characteristic. 
The  face  is  often  dull  in  appearance  with  coarse,  in- 
significant and  poorly  fashioned  features.  It  tends  to 
be  expressionless,  and  the  flatness  is  due  to  hypo- 
plasia of  the  maxilla.  Oblique  palpebral  fissures  are 
findings  which  are  well-known  for  the  older  child 
with  Down’s  Syndrome  but  are  also  valuable  in  the 
newborn.  Dysplasia  of  the  ears  is  variable,  and  the 
concentration  should  not  be  on  specific  abnormalities 
of  the  ears  but  rather  whether  the  ears  are  definitely 
normal  or  not.  Generally  speaking,  the  ears  in 
Down’s  Syndrome  are  simple  lined,  smaller,  and 
more  rounded  with  rolling  over  of  the  upper  helix, 
and  the  ear  lobes  may  be  very  small  or,  indeed,  ab- 
sent. There  is  excess  skin,  especially  on  the  back  of 
the  neck,  with  very  loose  folds  there.  Other  skin  find- 
ings are  present  such  as  cutis  marmorata,  but  these 
findings  are  not  uncommon  in  children  without 
Down’s  Syndrome. 

The  simian  crease  is  a single  transverse  palmar 
crease  which  is  the  least  valuable  of  the  ten  cardinal 
signs.  This  crease  can  occur  in  children  without 
Down’s  Syndrome  and  is  not  present  in  each  children 
with  Down’s  Syndrome.  In  addition  to  the  single 
transverse  palmar  crease,  the  palms  of  the  hands 
and  toes  and  feet  tend  to  have  more  small,  nonspe- 
cific creases  than  normal  children.  The  palmar  axial 
triradius  is  in  a distal  position  in  most  children  with 
Down’s  Syndrome,  but  this  is  difficult  to  evaluate 
without  experience  and  some  special  equipment. 
Dysplasia  of  the  pelvis  is  a very  good  sign.  The  iliac 
index  is  not  well  suited  in  the  newborn  due  to  small 
turnings  around  the  transverse  axis  producing 
changes  of  the  acetabular  and  ilium  angles.  More  im- 
portant is  the  outward  flaring  of  the  iliac  wings.  Dys- 
plasia of  the  middle  phalanx  of  the  fifth  finger  is  also 
a very  important  sign.  This  finding  is  probably  rare 
in  adults  with  Down’s  Syndrome  but  is  present  in 
the  majority  of  mongoloid  infants.  Dysplasia  can 
vary  from  mild  changes  to  a complete  absence  of  this  ! 
phalanx. 

Other  physical  findings  which  should  be  considered 
both  in  the  newborn  period  and  at  later  ages  involve 
many  systems.  Generally  speaking,  these  findings 
are  due  to  disordered  growth  of  the  skeletal  system,  | 
especially  the  skull  and  long  bones,  but  other  systems  j 
obviously  are  involved  also.  The  skull  is  usually  j 
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small  and  tends  to  be  flattened  in  the  anteroposterior 
aspect  resulting  in  the  skull  type  termed  brachyceph- 
aly.  The  orbital  areas  are  smaller  than  normal,  and 
the  previously  mentioned  oblique  palpebral  fissures 
are  present.  Epicanthal  folds  are  present  in  most 
cases.  These  folds  are  confined  to  the  inner  angle  of 
the  eye  as  opposed  to  those  of  the  Asian  population 
where  the  epicanthal  fold  involves  the  entire  upper 
lid.  The  epicanthus  in  Down’s  Syndrome  tends  to 
disappear  after  early  teenage  years.  Frequently,  cat- 
aracts are  noted  as  is  a chronic  conjunctival  irrita- 
tion. 

The  tongue  frequently  protrudes  and,  if  the  oral 
cavity  is  markedly  small,  this  may  be  a significant 
problem.  Constant  sucking  motions  on  the  tongue  are 
thought  to  be  the  etiology  of  the  Assuring  of  the 
tongue  which  is  a fairly  common  finding  in  the  older 
child.  Teeth  are  delayed  in  eruption  and  tend  to  be 
small  and  abnormally  placed. 

The  hypotonia  which  is  present  in  these  children 
results  in  the  quite  prominent  abdomens.  There  is, 
as  previously  mentioned,  dysplasia  of  the  middle 
phalanx  of  the  fifth  finger,  and  the  hands  and  feet 
tend  to  be  broad,  flat  and  square.  Incurving  of  the 
fifth  fingers  is  a common  finding,  and  the  space  be- 
tween the  first  and  second  toes  and  fingers  is  in- 
creased with  a prominent  skin  crease  in  this  area  on 
the  sole  of  the  foot.  The  genitalia  are  poorly  de- 
veloped and  secondary  sex  characteristics  are  delayed 
though  Down’s  Syndrome  is  one  of  two  chromo- 
somal abnormalities  in  which  the  female  can  be 
fertile.  An  interesting  finding  is  straight  and  silky 
pubic  hair. 

Cardiac  problems  are  very  frequently  seen,  and 
these  are  most  commonly  in  the  atrioventricular 
structures  of  the  heart.  The  skin  is  dry  and  cracks 
very  easily  and  is  quite  susceptible  to  skin  infections. 
Laboratory  studies  have  not  indicated  any  significant 
endocrine  or  metabolic  abnormalities  though  prob- 
lems of  these  types  do  occur  in  Down’s  Syndrome. 
The  incidence  of  seizure  problems  is  about  the  same 
as  is  noted  in  the  general  population.  No  character- 
istic changes  have  been  found  in  the  brain.  Minor 
fissural  and  gyri  changes  are  noted,  and  there  is  a 
minor  reduction  in  the  number  of  ganglion  cells. 
Some  have  recorded  spotty  defective  myelin  forma- 
tion also  but  nothing  which  is  in  itself  diagnostic. 
Life-span  of  children  with  mongolism  who  do  not 
have  other  associated  problems  is  not  necessarily 
shortened  if  they  receive  good  medical  care.  Some 
studies  have  indicated  that  as  high  as  50  per  cent  of 
the  children  die  within  the  first  year,  but  these  studies 
have  included  children  who  also  had  congenital  heart 
disease  whieh  is  the  primary  condition  associated 
with  early  death.  Individuals  with  Down’s  Syndrome 
tend  to  have  delayed  physical  growth  until  puberty 


and  then  a somewhat  accelerated  senescence  after  a 
brief  middle  age. 

Other  conditions  which  can  be  associated  with 
early  death  are  anomalies  of  the  intestinal  tract  with 
obstructions,  most  frequently  duodenal  stenosis. 
Hernias  are  not  uncommon  and  tissue  repair  after 
surgery  is  generally  poorer  than  in  unaffected  chil- 
dren. 

Early  accurate  diagnosis,  which  should  include 
chromosomal  analysis  as  indicated  above,  provides 
a firm  base  for  counseling  for  the  parents  of  the  in- 
fant. This  counseling  should  be  comprehensive,  pre- 
paring the  parents  so  that  they  can  look  forward  to 
the  development  of  their  child.  Though  the  develop- 
ment will  be  slow,  these  children  generally  will  be 
lovable  and  friendly  and  usually  will  be  only  mod- 
erately retarded  if  exposed  to  life  in  a healthy  family 
situation.  Some  will  be  severely  retarded  but  some 
also  will  be  mildly  retarded  or  even  borderline  normal 
in  intelligenee.  Their  social  abilities  may  cause  them 
to  appear  less  retarded  than  they  actually  are.  It  is 
a great  tragedy  for  an  infant  with  mild  retardation  or 
borderline  normal  intelligence  to  be  treated  as  if  he 
were  more  severely  retarded. 

Chromosomal  analysis  is  relatively  painless,  re- 
quiring only  four  drops  of  blood  for  the  study.  This 
service,  as  well  as  all  others  mentioned,  is  available 
at  our  center  as  part  of  routine  comprehensive  out- 
patient evaluations.  Utilization  of  these  services  by 
physicians  assists  parents  in  meeting  the  needs  of 
their  child  from  a very  early  age,  thereby,  preventing 
problems  from  developing  for  them  and  for  their 
community. 

Summary 

Chromosomal  data  is  presented  on  270  cases  of 
Down’s  Syndrome  studied  in  our  laboratory  indicat- 
ing the  three  ways  in  which  the  syndrome  can  de- 
velop. Probabilities  of  the  syndrome  occurring  in 
mothers  of  different  age  groups  is  discussed.  Detailed 
information  is  given  regarding  the  ten  cardinal  signs 
which  can  be  used  for  diagnosis  of  Down’s  Syndrome 
in  the  newborn. 

The  practicing  physician  is  encouraged  to  take 
advantage  of  centers  within  the  state  providing  spe- 
cialized services  for  the  mentally  retarded.  Together 
the  physician  and  the  center  team  will  be  able  to 
adequately  prepare  the  family  to  meet  the  special 
needs  of  their  child  with  Down’s  Syndrome,  there- 
by preventing  problems  from  developing  in  the  family 
and  community. 

Gracewood  State  School  and  Hospital 
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This  procedure  extends  the  benefit  of 
cordotomy  to  many  patients  who  could 
not  tolerate  laminectomy. 


Cervical  Percutaneous  Cordotomy 


RICHARD  A.  SMITH,  M.D.,  Atlanta 


^R^elief  of  intractable  pain  continues  to  pre- 
sent a major  challenge  to  the  physician.  One  of  the 
standard  surgical  procedures  to  achieve  this  has  been 
anterolateral  cordotomy,  first  introduced  by  Spiller 
and  Martin^^  in  1912,  and  further  developed  as  a 
precise  operation  by  Frazier^  and  Kahn.^’  ^ In  an 
effort  to  minimize  the  morbidity  of  cordotomy,  and 
to  extend  its  benefits  to  patients  otherwise  considered 
unsuitable  for  such  a major  operation,  a technique 
of  percutaneous  cordotomy  has  recently  been  evolved 
by  Mullan,^  Rosomoff,®-  Lin,®  and  others.--  This 
procedure  has  aroused  considerable  interest,  and  has 
become  the  preferred  method  for  relief  of  certain 
types  of  pain  in  many  leading  neurosurgical  centers. 

Rationale 

The  anterolateral  quadrant  of  the  spinal  cord  con- 
tains spinothalamic  fibers  conducting  modalities  of 
pain  and  temperature  from  the  opposite  side  of  the 
body  to  the  thalamus,  and  thence  to  the  cerebral 
cortex.  Section  of  this  quadrant  does  not  sacrifice  any 
other  indispensable  functions.  However,  tracts  sub- 
serving the  skeletal  muscle  system  and  bowel  and 
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FIGURE  1 


bladder  control  are  in  potential  jeopardy  because  of 
their  close  proximity.  To  be  not  only  effective  but 
safe,  percutaneous  cordotomy  must  obviously  be  per- 
formed accurately;  this  requires  both  radiographic 
and  physiologic  guidance. 

Technique 

The  procedure  is  carried  out  under  local  anes- 
thesia. Spinal  puncture  is  performed  through  a lateral 
approach  between  the  neural  arches  of  Cl  and  C2. 
The  anterior  surface  of  the  spinal  cord  may  be  out- 
lined with  air  or  with  Pantopaque®  emulsified  with 
spinal  fluid;  the  latter  outlines  the  dentate  ligament 
marking  the  equator  of  the  spinal  cord  as  well.  The 
tip  of  the  needle  is  positioned  against  the  lateral  sur- 
face of  the  cord,  anterior  to  the  dentate  ligament 
(Figs.  1 and  2).  At  this  point,  the  flow  of  spinal  fluid 
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from  the  needle  may  cease.  Biplane  fluoroscopy  with 
image  intensification,  in  place  of  conventional  radi- 
ography, facilitates  this  stage  of  the  procedure.  A fine 
electrode,  insulated  except  for  its  tip,  is  then  inserted 
through  the  spinal  needle  into  the  anterolateral  quad- 
rant of  the  cord  (Fig.  3).  Electrical  stimulation  helps 
to  confirm  the  proper  position  of  the  electrode.  Con- 
tralateral paresthesias  indicate  satisfactory  placement, 
whereas  extremity  inuscular  twitching  points  to  in- 
volvement of  the  more  posterior  motor  pathway.  The 
lesion  is  made  by  heating  with  a radiofrequency  cur- 
rent from  a suitable  generator.  Irritation  of  the  sec- 
ond cervical  nerve  root  at  this  time  may  cause  in- 
tense pain,  which  may  be  controlled  with  a combina- 
tion of  epidural  and  0.1  cc.  intrathecal  local  anes- 
thetic, intravenous  analgesics,  or  innovar  anesthesia 
if  necessary.  The  lesion  is  completed  in  small  in- 
crements, with  careful  testing  of  sensory  and  motor 
function  after  each  application  of  current.  A success- 
ful lesion  may  require  many  trial  positionings  of  the 
electrode. 

Alternatively,  an  anterior  cervical  approach  can  be 
used  in  which  the  needle  is  passed  through  an  inter- 
vertebral disc  space.  This  may,  however,  be  more 
difficult. 

Results 

The  author  has  completed  20  cordotomies  in  19 
patients.  Although  this  is  a relatively  small  series,  it 
is  fairly  representative  of  the  successes,  failures,  and 
complications  encountered  by  others.  Sensory  levels 
obtained  are  shown  in  Figure  4,  and  the  overall  re- 
sults are  summarized  in  Table  1. 

In  three  cases,  the  result  became  more  complete 
24  hours  after  cordotomy:  in  one  of  these,  the  level 
ascended  from  C5  to  include  C2;  and  in  the  other 
two,  areas  of  initial  sparing  (T1-T8,  and  T12-S5) 
became  analgesic.  There  were  some  islands  of  ap- 
parent sparing  of  pain  sensation  in  the  posterior 
thigh  in  one  patient,  and  at  the  midthoracic  level  in 
another.  Two  patients  have  had  some  return  of  pin- 
prick perception  after  six  months,  but  fortunately 
with  little  return  of  pain. 

As  in  open  cordotomy,  the  best  results  were  ob- 
tained in  cases  of  unilateral  intractable  pain  secon- 
dary to  cancer.  Except  for  the  emergence  of  contra- 
lateral pain  in  two  patients,  there  was  no  failure  to 
obtain  either  good  or  complete  relief  of  pain  in  this 
group  of  nine  patients. 

The  results  with  pain  of  nonmalignant  origin  are 
less  certain,  and  with  increased  longevity,  late  failures 
are  more  apt  to  occur.  However,  a patient  with  severe 
neuralgic  pain  in  the  hand,  persisting  after  decom- 
pressive laminectomy  for  cervical  spondylosis,  has 
been  relieved  for  3V2  years;  analgesia  has  been  main- 
tained below  the  level  of  C2.  Another  patient,  with 
sciatic  neuralgia  secondary  to  a gunshot  wound  of 
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the  cauda  equina,  has  been  relieved  of  her  sharp  pain 
for  three  years,  although  she  still  has  some  cramping 
sensations  in  the  leg.  Two  patients  with  sciatic  neu- 
ropathy secondary  to  disc  disease,  not  relieved  by 
multiple  back  operations,  have  been  improved.  How- 
ever, one  is  troubled  with  some  burning  paresthesias 
in  the  lower  leg;  the  other  continued  to  have  sacral 
pain  necessitating  further  treatment.  One  patient  with 
intractable  pain  from  diabetic  neuropathy  and  de- 
generative hip  disease  was  relieved. 

The  more  severe  pain  of  herpes  zoster  intercostal 
neuralgia  has  been  relieved  in  two  patients,  but  both 
continued  to  complain  of  soreness  and  hypersensitiv- 
ity; the  result  was  considered  fairly  good  in  one  but 
poor  in  the  other.  Another  patient  with  intercostal 
neuralgia,  secondary  to  a thoracotomy  scar,  was  re- 
lieved of  sharp  pain  but  continued  to  complain  of  a 
“swollen”  feeling  and  hypersensitivity,  and  in  addi- 
tion, postcordotomy  burning  paresthesias  in  the  leg. 

A patient  with  diffuse  cramping,  aching,  and  burn 
pain  in  the  right  lower  abdomen  and  leg  of  obscure 
origin  has  not  been  relieved  despite  complete  anal- 
gesia below  C2,  emphasizing  the  risk  of  failure  in 
such  cases.  Another  failure  was  a case  of  painful 
brachial  plexus  stretch  palsy,  despite  a sensory  level 
to  C4;  however,  this  problem  was  complicated  by 
narcotic  addiction  and  paranoia. 

Complications 

Complications  encountered  are  listed  in  Table  2. 
Horner’s  Syndrome  occurs  so  frequently  with  cervical 
cordotomy  that  it  may  be  considered  an  anticipated 
result;  it  was  observed  in  ten  patients. 

More  serious  are  disturbances  of  motor  control  of 
the  ipsilateral  arm  and  leg.  Two  patients  had  some 
permanent  weakness  of  the  arm;  these  complications 
occurred  early  in  the  series  and  have  subsequently 
been  avoided  by  refinement  of  the  technique.  Five 
patients  have  had  transient  weakness  of  the  arm  and 
leg;  two  patients  had  transient  weakness  confined  to 
the  arm,  and  one  patient,  to  the  leg.  The  degree  of 
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Analgesic  Levels  in  20  Cordotomies 


weakness  has  generally  been  quite  mild,  recovering 
within  a few  days  in  most,  but  occasionally  lasting 
several  weeks.  However,  the  risk  of  permanent 
monoparesis  or  hemiplegia,  albeit  small,  cannot  be 
discounted. 

There  has  been  no  permanent  disturbance  of  blad- 
der control  in  this  series.  Seven  patients  had  transient 
urinary  retention,  which  may  have  been  related  more 
to  bed  confinement  and  sedation  than  to  a specific 
effect  of  the  cordotomy. 

Postcordotomy  burning  paresthesias  can  some- 
times be  a source  of  major  complaint.  This  complica- 
tion occurred  in  two  patients,  restricted  to  the  leg. 
There  is  no  known  effective  treatment. 

There  have  been  three  deaths  in  the  immediate 
postoperative  period  in  this  series,  an  incidence  of 
15  per  cent.  One  patient  died  24  hours  after  cor- 
dotomy from  myocardial  insufficiency,  and  another 
at  three  weeks  from  myocardial  infarction.  Although 
these  patients  were  very  ill  with  advanced  cancer. 


their  cardiac  deaths  suggest  that  the  stress  of  per- 
cutaneous cordotomy,  while  certainly  less  than  open 
cordotomy,  cannot  be  ignored. 

The  third  patient  apparently  died  of  respiratory 
failure.  This  is  a singular  effect  of  bilateral  cervical 
cordotomy  following  which  respirations  may  be  ade- 
quate while  the  patient  is  awake,  but  cease  during 
sleep. A similar  risk  of  sleep-induced  apnea  may 
occur  following  unilateral  cervical  cordotomy  in  the 
presence  of  severe  respiratory  disease,^  and  was  be- 
lieved to  have  occurred  on  the  third  postoperative 
night  in  this  patient,  with  cancer  of  the  lung  con- 
stricting the  trachea. 


TABLE  1 
RESULTS 

Group  I:  Nine  Cancer  Patients 

A.  Complete  Relief  (5) 

1.  Left  shoulder  and  ai-m  (Pancoast  tumor) 

2.  Left  arm,  hip,  and  groin  (Ca.  Cervix:  Liunbosa- 
cral  plexus  and  supraclavicular  nodes) 

3.  Right  arm  (Ca.  Lung) 

4.  Left  hip  (Ca.  Colon) 

5.  Right  thigh  (Ca.  Colon:  Lumbosacral  plexus) 

B.  Good  Results  (2)  Slight  sparing  posterior  thigh  re- 
quiring mild  oral  analgesics 

6.  Left  hip  and  leg  (Ca.  Lung:  Lumbosacral  plexus) 

7.  Left  hip  and  leg  (Ca.  Colon:  Lumbosacral  plexus) 

C.  Relief  of  Ipsilateral  Pain,  Emergence  of  Contralat- 
eral Pain  (2) 

8.  Left  hip  and  shoulder  (Ca.  Prostate)  Right  hip 
pain  pai’tially  relieved  with  contralateral  anterior 
cordotomy  at  C4 

9.  Abdomen  (Ca.  Kidney)  Contralateral  pain  con- 
trolled with  narcotics 

Group  II:  Ten  Non-Cancer  Patients 

A.  Relief 

1.  Neuralgia  of  hand:  4 years  (postoperative  cerv’ical 
spondylosis) 

2.  Neuralgia  of  leg:  3V2  years  (gunshot  wound  cauda 
equina) 

3.  Diabetic  neuropathy  and  degenerative  hip  disease 

B.  Pai'tial  Relief 

4.  Sciatic  neuropathy,  postoperative  disc;  sacral 
pain  required  rhizotomies,  dorsal  column  stimu- 
lator 

5.  Sciatic  neuropathy,  postoperative  disc;  persistent 
burning  paresthesias 

6.  Intercostal  herpes  zoster;  persisting  hyperesthes- 
ias, fair  relief 

7.  Intercostal  herpes  zoster;  persisting  hj^jeresthes- 
ias,  poor  relief 

8.  Painful  thoracotomy  scar;  shai*p  pain  relieved, 
persistent  hypersensitivity,  postcordotomy  burn- 
ing paresthesias 

C.  Failure 

9.  Brachial  plexus  stretch  palsy 

10.  Cramping,  aching,  buniing  abdominal  and  leg 
pain  of  obscure  origin 


Discussion 

The  indications  for  percutaneous  cordotomy  are 
in  general  the  same  as  for  open  cordotomy:  pain  of 
organic  origin  in  the  trunk  or  extremities,  intractable 
to  relief  with  appropriate  analgesics.  The  pain  should 
be  sharp,  shooting,  or  toothache  in  quality;  psycho- 
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TABLE  2 

COMPLICATIONS  OF  PERCUTANEOUS 
CORDOTOMY 


Patients 


Homer’s  Syndrome  10 

Permanent  paresis  of  arm  (early  in  series) 2 

Permanent  paresis  of  leg 0 

Transient  paresis 

Arm  and  leg 5 

Arm  2 

Leg 1 

Permanent  loss  of  bladder  control 0 

Transient  urinary  retention  7 

Postcordotomy  burning  paresthesias 2 

Deaths 3 

Myocardial  2 

Nocturnal  apnea  1 


genic,  cramping,  burning,  or  other  dysesthetic  “pain” 
will  not  be  relieved  by  this  technique.  Failure  is  par- 
ticularly apt  to  occur  in  certain  pain  syndromes; 
herpes  zoster,"^  injury  to  the  spinal  cord  above  the 
cauda  equina,  avulsion  injury  of  the  brachial  plexus, 
spinal  arachnoiditis,  cramping  muscular  pain,  and 
burning  perianal  pain.^-^  Furthermore,  recession  of 
the  postoperative  level  of  analgesia  with  the  passage 
of  time  limits  the  long-term  effectiveness  of  cordot- 
omy to  approximately  50  per  cent  or  less,^^>  and 
underscores  the  primary  usefulness  of  cordotomy  for 
patients  with  malignant  disease. 

The  theoretical  advantages  of  percutaneous  cor- 
dotomy over  open  operation  are  several.  There  is 
considerably  less  operative  trauma,  so,  that  the  pro- 
cedure may  be  done  for  patients  too  ill  to  tolerate 
laminectomy,  or  in  whom  the  life  expectancy  might 
not  justify  it.  By  careful  monitoring,  in  a cooperative 
patient,  the  resulting  analgesia  may  be  better,  with 
less  risk  of  complication.  Should  failure  occur,  the 
procedure  can  be  repeated  relatively  easily. 

However,  there  are  some  disadvantages.  The  pro- 
cedure is  not  entirely  painless.  In  two  apprehensive 
patients  (not  included  in  this  series),  it  had  to  be 
terminated  before  a lesion  could  be  made;  open  cor- 
dotomy under  general  anesthesia  was  subsequently 
successfully  accomplished.  It  is  less  suitable  for  bi- 
lateral pain,  since  the  risk  of  respiratory  failure  with 
bilateral  high  cervical  lesions  dictates  that  the  lesion 
on  at  least  one  side  should  be  made  at  a lower  level, 
such  as  by  a subsequent  anterior  approach.  In  such 
patients,  a single  stage,  bilateral  high  dorsal  open 
cordotomy  may  be  preferable.  Furthermore,  in  some 
patients,  the  risk  of  any  motor  impairment  in  an 
upper  extremity,  or  of  any  loss  of  pain  and  tempera- 
ture sensation  in  the  hand,  may  be  unacceptable, 
when  analgesia  below  the  umbilicus  by  a thoracic 
cordotomy  would  suffice.  Finally,  there  is  some  evi- 
dence that  the  analgesia  of  percutaneous  cordotomy 
may  not  be  as  lasting  as  with  open  cordotomy.®  For 


these  reasons,  the  author  does  not  agree  with  those 
who  feel  that  percutaneous  cordotomy  has  rendered 
cordotomy  by  laminectomy  obsolete.'-^  Rather,  both 
procedures  have  certain  advantages  and  disadvan- 
tages; the  choice  depends  upon  a careful  selection  of 
patients,  plus  the  experience  of  the  surgeon,  to 
achieve  the  best  result  with  the  least  distress  to  the 
patient. 

Summary 

Percutaneous  cordotomy  is  a new  technique  in 
which  a lesion  is  made  in  the  anterior  quadrant  of 
the  cervical  spinal  cord  by  means  of  a radiofrequency 
current,  carried  by  an  electrode  inserted  through  a 
spinal  puncture  needle.  It  is  particularly  advanta- 
geous for  patients  suffering  from  unilateral  pain  sec- 
ondary to  advanced  malignant  disease,  and  extends 
the  benefit  of  cordotomy  to  many  patients  who  could 
not  tolerate  laminectomy. 

384  Peachtree  Street,  N.E. 
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The  advantages  and  limitations  of  this 
useful  procedure  are  outlined  and 
discussed. 

Exercise  Stress  Testing 
In  the  Evaluation  of  the  Cardiac  Patient 

AVERY  W.  STRICKLAND,  M.D.,-  and  MARTIN  J.  FRANK,  M.D.,'  Augusta 


M OST  OF  THE  NECESSARY  INFORMATION  needed 
to  evaluate  the  cardiac  patient  is  provided  by  taking 
a good  medical  history,  performing  a thorough  phys- 
ical examination,  and  obtaining  a resting  electrocar- 
diogram and  routine  chest  x-ray.  The  above  standard 
methods  of  evaluation  are  the  physician’s  most  im- 
portant tools.  However,  there  are  situations  where 
we  can  gain  important  additional  information  by  per- 
forming an  exercise  stress  test.  These  include  the  con- 
firmation of  the  diagnosis  of  coronary  insufficiency 
by  demonstrating  exertional  myocardial  ischemia; 
the  objective  determination  of  the  functional  capacity 
of  the  cardiac  patient;  and  the  evaluation  of  medical 
or  surgical  therapy  by  serial  testing. 

The  stress  of  exercise  increases  total  body  oxygen 
demand  which  is  delivered  by  an  augmented  cardiac 
output.  Myocardial  oxygen  requirements  are  aug- 
mented by  the  increased  heart  rate,  left  ventricular 
wall  tension,  and  contractility  of  the  exercising  heart. 
The  healthy  individual  can  increase  his  coronary 
blood  flow  in  response  to  exercise  and  thus  meet  the 
increasing  myocardial  oxygen  demand.  However, 
coronary  vascular  disease  reduces  the  ability  of  the 
coronary  vasculature  to  increase  myocardial  oxygen 
delivery  by  increasing  flow,  and  at  some  point  the  in- 
creasing demand  cannot  be  met.  The  resultant  myo- 
cardial ischemia  is  reflected  in  the  electrocardiogram 
by  ischemic  ST  changes,  a sagging  or  horizontal  ST 
segmental  depression. 

The  first  report  of  recorded  ST  segment  depres- 
sion and  T-wave  inversion  in  patients  during  attacks 
of  classical  angina  pectoris  was  by  Feil  and  Siegal  in 
1928.^  While  Master  introduced  his  standardized 
two-step  test  in  1929,  it  was  originally  used  to  ob- 
serve only  pulse  and  blood  pressure  responses  to  ex- 
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ercise.^1  It  was  not  until  1941  that  he  described  the 
ST  segment  changes  resulting  from  the  performance 
of  this  test.^-  The  Master  Test  is  based  on  a standard 
number  of  trips  across  a pair  of  nine-inch  steps.  The 
number  of  trips  is  varied  according  to  the  weight 
and  age  of  the  patient.  The  test  has  been  criticized 
for  not  requiring  enough  exertion  on  the  part  of 
heavier  patients  while  penalizing  the  little  guy.  The 
problem  arises  because  of  the  strong  positive  cor- 
relation between  total  body  oxygen  requirement, 
muscle  mass  and  body  weight.  Moreover,  changes  in 
heart  rate  during  stress  depend  upon  the  rate  of  , 
work,  not  body  weight.  The  two-step  test  has  been  | 
the  most  widely  used  form  of  exercise  stress  testing  . 
but  in  recent  years  more  strenuous  methods  have 
been  developed.  In  particular,  treadmill  testing  is  ! 
increasing  in  popularity  because  of  its  ease  of  per-  | 
formance  and  high  level  or  reproducibility.  A bicycle  ; 
ergometer  may  also  be  used,  but  many  patients  seem  ' 
to  tolerate  the  treadmill  better,  particularly  if  they  ; 
are  not  accustomed  to  riding  a bicycle.  With  tread-  : 
mill  testing,  the  workload  is  increased  by  increasing  i 
the  speed  and  uphill  grade.  Bruce  and  associates^  ^ 
have  popularized  a multistage  treadmill  test  where 
the  patient  is  exercised  to  exhaustion.  Table  1.  In  I 
our  experience,  the  average  patient  with  little  or  no  ; 
cardiac  impairment  is  able  to  complete  Stage  3,  sig-  ; 
nifying  a New  York  Heart  Association  Functional 
Classification  I.  Sheffield  and  associates^'  recommend 
performance  of  a submaximal  test  designed  to  reach 
85  or  90  per  cent  of  the  predicted  heart  rate  for  that 
age  after  two  and  one-half  minutes  of  steady  state 
exercise  with  the  total  period  of  exercise  being  five 
minutes.  The  maximal  heart  rate  at  age  20  is  ap- 
proximately 200  beats  per  minute  and  decreases  by  , 
approximately  ten  beats  per  minute  each  decade. 
Therefore,  85  per  cent  of  the  maximal  rate  is  ap- 
proximately 170  beats  per  minute  at  age  20.  decreas- 
ing by  ten  beats  per  minute  each  decade.  In  practice, 
the  two  systems  can  be  combined  so  that  the  Bruce 
system  is  employed,  but  the  end  point  sought  is  85  ' 
or  90  per  cent  of  the  predicted  rate. 
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A resting  12  lead  electrocardiogram  should  be 
performed  prior  to  stress  testing  to  help  exclude  a 
recent  myocardial  infarction  which  is  an  absolute 
contraindication  to  testing.  The  test  is  also  contrain- 
dicated in  persons  with  acute  illnesses,  exertional 
syncope,  myocarditis,  recent  pulmonary  embolism, 
serious  ventricular  arrhythmias,  digitalis  and  quini- 
dine  toxicity,  and  musculoskeletal  problems  that  in- 
terfere with  walking.  The  information  obtained  from 
testing  may  be  misleading  after  a significant  period 
of  voluntary  restriction  of  physical  activity,  or  pro- 
longed confinement  to  bed.  There  is  no  reason  to 
exclude  patients  with  angina  pectoris,  ventricular 
premature  beats,  or  a past  history  of  congestive  heart 
failure.  In  fact,  the  test  may  prove  to  be  of  greatest 
value  in  evaluating  the  effects  of  medical  or  surgical 
therapy  in  this  group  of  patients. 

The  equipment  necessary  for  testing  includes  a 
variable  speed  and  variable  grade  treadmill,  an  elec- 
trocardiograph, a watch  or  wall-clock  with  a sweep 
second  hand,  and  a sphygmomanometer.  While  ex- 
ercise testing  has  proven  to  be  a reasonably  safe  pro- 
cedure even  with  maximal  exertion,  it  is  wise  to  have 
a physician  as  well  as  a technician  present  during 
the  procedure.  An  emergency  drug  tray  should  be 
within  reach,  and  a defibrillator  is  desirable  par- 
ticularly when  exercising  patients  to  exhaustion. 
Blackburn^  has  determined  that  the  most  sensitive 
monitoring  lead  is  a bipolar  lead  from  the  right  sub- 
clavicular  or  perimanubrial  area  to  the  fifth  inter- 
costal space  at  the  left  anterior  axillary  line.  The 
latter  location  corresponds  to  V5  which  is  the  most 
sensitive  of  the  conventional  unipolar  leads.  The  sen- 
sitivity of  the  system  can  be  increased  by  the  addition 
of  other  bipolar  leads,  for  example,  those  with  the 
positive  terminal  in  the  position  of  V3  or  V7.  At- 
tachments of  leads  is  best  accomplished  through  the 
use  of  a “stick-on”  disposable  electrode  system  (e.g., 
the  cardio-sentinel  disposable  electrode,  Wren-Fogle 
Electronics  Incorporated,  Columbia,  South  Caro- 
lina). Most  authorities  monitor  the  electrocardio- 
gram continuously  during  exercise  in  order  to  ob- 
serve for  the  development  of  cardiac  arrhythmias,  ST 
segment  depression,  and  the  obtaining  of  submaximal 
or  maximal  heart  rate.  However,  if  an  oscilloscopic 
monitor  is  not  available,  the  precordial  electrocar- 
diogram should  be  recorded  at  a frequency  of  at  least 
once  per  minute.  Continuously  direct  observation  of 
the  patient  is  always  required  to  look  for  signs  of 
undue  fatigue  or  cerebral  ischemia.  Patients  subject 
to  exertional  hypotension,  e.g.,  those  with  severe 
mitral  or  aortic  stenosis  or  marked  cardiac  impair- 
ment from  multiple  myocardial  infarctions,  should 
be  evaluated  at  intervals  by  taking  the  blood  pres- 
sure. The  test  should  be  terminated  with  the  onset  of 
angina,  serious  arrhythmia  or  conduction  distur- 
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FIGURE  1 

Positive  ischemic  response  to  exercise  with  horizontal  de- 
pression of  the  ST  segment. 


bances,  pallor,  failure  to  respond  to  questioning,  or 
the  beginning  of  staggering.  Exercise  should  also  be 
discontinued  if  the  heart  rate  achieved  significantly 
exceeds  that  predicted  for  maximal  exercise  capacity. 
Since  treadmill  testing  requires  only  the  experience 
gained  in  the  usual  method  of  locomotion,  most  pa- 
tients are  able  to  continue  until  submaximal  heart 
rates  are  achieved  even  without  physical  condition- 
ing. 

Interpretation 

Exercise  may  lead  to  many  changes  in  the  electro- 
cardiogram, but  only  sagging  or  horizontal  depression 
of  the  ST  segment  is  correlated  with  the  develop- 
ment of  coronary  ischemia. “•  A typical  example 
of  a positive  response  is  illustrated  in  Figure  1.  A 
common  finding  in  the  exercising  electrocardiogram 
is  false  junctional  depression  due  to  atrial  repolariza- 
tion, Figure  2(A).  This  type  of  tracing  is  common 
with  rapid  heart  rates.  The  points  where  the  PR  seg- 
ment joins  the  Q-wave  must  be  taken  as  the  baseline 
in  order  to  avoid  misinterpretation  of  the  record.  At 
times  one  may  see  true  junctional  ST  depression 
with  an  upward  ST  slope.  Figure  2(B).  This  repre- 
sents an  equivocal  response  to  exercise,  but  should 
be  considered  negative  if  the  ST  segment  returns  to 
the  isoelectric  line  rapidly  (within  0.08  seconds). 
Only  true  J point  depression  with  downward  ST  slope 
and  horizontal  ST  depression  should  be  considered 
as  a positive  (ischemic)  response.  Figure  2(C)  and 
2(D).  The  incidence  of  myocardial  infarction  in 
pat'ents  who  develop  no  electrocardiographic  change, 
cardiac  arrhythmia,  or  simple  T-wave  inversion  is 
less  than  5 per  cent.^^  Simple  J point  depression  with 
an  upward  sloping  ST  segment  also  correlates 
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FIGURE  2 

Electrocardiographic  responses  to  exercise:  (A)  Common 
normal  response  to  exercise  demonstrating  false  junctional 
depression  due  to  atrial  repolarization;  (B)  True  junc- 
tional ST  depression  but  with  rapid  return  of  the  ST  seg- 
ment to  the  isoelectric  line;  (C)  True  J point  depression 
with  downward  ST  slope;  (D)  True  J point  depression 
with  horizontal  ST  segment. 

poorly  with  coronary  artery  disease.  Most  authorities 
require  a one  millimeter  depression  as  the  minimal 
criterion  for  a positive  test.  Fifty-eight  per  cent  of 
patients  with  angina  pectoris  demonstrate  a one  mil- 
limeter or  greater  ST  segment  depression,  whereas 
only  28  per  cent  demonstrate  a two  millimeter  or 
greater  depression. The  incidence  of  false  positive 
tests  approaches  39  per  cent  when  using  the  criterion 
of  one-half  millimeter  depression  to  indicate  a posi- 
tive test,’^  whereas  50  per  cent  of  asymptomatic  sub- 
jects who  have  a normal  resting  ECG,  but  a one 
millimeter  or  greater  ischemic  depression  during  sub- 
maximal  stress  can  be  expected  to  develop  angina 
or  myocardial  infarction  within  five  years. “ More- 
over, the  risk  of  death  from  coronary  artery  disease 
appears  to  be  proportional  to  the  depth  of  ST  seg- 
ment depression.^®  While  segmental  depression  is  not 
specific  for  coronary  artery  disease  it  does  reflect 
myocardial  ischemia.  Hellerstein  and  coworkers® 
found  about  as  many  positive  two-step  exercise  tests 
in  patients  with  rheumatic  heart  disease  as  in  pa- 
tients with  a confirmed  history  of  previous  myocar- 
dial infarction.  While  the  criteria  for  a positive  test 
were  less  restrictive  than  described  herein,  the  in- 
cidence of  positive  response  was  higher  in  older  pa- 
tients and  those  with  most  severe  cardiac  hyper- 
trophy. While  it  is  commonly  reported  that  patients 
taking  digitalis  may  develop  ST  segment  depression 
with  exercise,  Hellerstein  and  coworkers®  found 


about  the  same  incidence  among  patients  on  and  off 
the  drug.  Moreover,  the  vast  majority  of  patients  on 
digitalis  whose  electrocardiograms  undergo  altera- 
tions during  exercise  do  not  develop  typical  sagging 
or  horizontal  ST  depression.  Should  typical  segmental 
depression  be  found,  exercise  testing  should  be  re- 
peated, if  possible,  sometime  after  the  discontinua- 
tion of  digitalis. 

In  general,  patients  who  are  able  to  complete  Bruce 
Stage  3 testing  (Table  1)  had  a functional  capacity 
equivalent  to  New  York  Heart  Association  Class  I; 
those  completing  Stage  2 but  not  Stage  3,  Class  II; 
those  completing  Stage  1 but  not  Stage  2,  Class  III; 
and  those  failing  to  finish  Stage  1,  Class  IV.  Re- 
peated testing  several  weeks  after  instruction  and  com- 
pletion of  a moderate  progressive  daily  walking  pro- 
gram often  results  in  a striking  improvement  in  pa- 
tient ability  to  undergo  more  prolonged  exercise. 


TABLE  1 

MULTISTAGE  EXERCISE  CAPACITY  TEST 
(Bruce) 


Speed  Grade  Duration 
Stage  (M.P.H.)  Per  Cent  (Min.) 


1 1.7  10  3 

2 2.5  12  3 

3 3.4  14  3 

4 4.2  16  3 

5 5.0  18  3 

6 5.5  20  3 

7 6.0  22  3 


Comparison  of  Tests 

Friedberg  and  coworkers'  and  Sheffield  and  as- 
sociates^'^'  have  found  that  the  Master  Test  will  pro- 
duce segmental  ST  depression  of  one  millimeter  or 
greater  in  only  about  50  per  cent  of  patients  with 
classical  angina  pectoris.  Because  of  the  lack  of  sen- 
sitivity of  the  Master  Test,  submaximal  and  maximal 
exercise  testing  is  being  used  with  increasing  fre- 
quency. The  critical  difference  between  the  Master 
Test  and  graded  exercise  testing  is  the  ability  to  in- 
crease workload  sufficiently  to  increase  heart  rate 
to  the  desired  end  point.  Submaximal  testing  is 
positive  in  about  80  per  cent  of  patients  with  estab- 
lished angina  pectoris,^'  while  the  incidence  of  posi- 
tive response  is  slightly  higher  with  maximal  testing.® 
Mason  and  coworkers^®  found  that  61  per  cent  of 
their  patients  with  coronary  disease  had  a positive 
double  Master  Test,  whereas  85  per  cent  responded 
in  a positive  fashion  when  tested  on  a graded  ergom- 
eter.  There  is  an  important  positive  correlation  be- 
tween a positive  exercise  test  and  findings  at  coro- 
nary arteriography.  Roitman  and  coworkers^®  com- 
pared submaximal  testing  with  coronary  arteriog- 
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raphy  in  100  patients  with  chest  pain.  Of  the  52 
patients  with  a positive  test,  45  had  abnormal  coro- 
nary arteriograms.  Of  20  patients  with  a normal 
resting  ECG  and  a normal  submaximal  exercise  test, 
70  per  cent  had  normal  coronary  arteriograms,  while 
30  per  cent  had  some  evidence  of  occlusive  disease. 
Ninety- two  per  cent  of  patients  with  a normal  resting 
ECG  but  a positive  exercise  test  had  coronary  ob- 
struction. 

Maximal  stress  testing  of  apparently  normal  indi- 
viduals has  been  reported  to  produce  ST  segment 
depression  in  approximately  9 per  cent.^  Since  the 
incidence  of  positive  responses  in  this  group  in- 
creased with  age,  it  is  likely  that  many  of  these  pa- 
tients had  nonsymptomatic  coronary  artery  disease. 
However,  while  there  is  a good  correlation  between 
the  presence  of  ischemic  ST  segment  depression  dur- 
ing exercise  and  the  development  of  coronary  heart 
disease,  exercise  testing  has  only  a limited  predictive 
value.  Doyle  and  Kinch-^  observed  2,003  apparently 
normal  middle  aged  men  for  14  years  following  sub- 
maximal  treadmill  testing.  Only  30  individuals  de- 
veloped one  millimeter  or  greater  ST  segment  de- 
pression prior  to  other  manifestations  of  coronary 
heart  disease,  whereas  223  men  developed  mani- 
festations of  coronary  heart  disease  other  than  or  in 
addition  to  an  abnormal  exercise  electrocardiogram. 

Summary 

Exercise  stress  testing  is  a valuable  and  safe  sup- 
plementary method  for  the  evaluation  of  cardiac  pa- 
tients. Stress  testing  of  patients  with  suspected  coro- 
nary artery  disease  is  a relatively  simple  method  for 
confirming  the  diagnosis.  However,  the  usefulness  of 
information  obtained  is  directly  related  to  the  degree 
of  exertion  experienced  by  the  patient.  It  is  important 
to  achieve  a level  of  effort  producing  a maximal  or 
submaximal  heart  rate  response  prior  to  concluding 
that  a given  patient  does  not  have  a positive  test  in- 
dicating coronary  ischemia.  Moreover,  it  is  likely 
that  the  majority  of  patients  with  coronary  vascular 
disease  will  have  other  manifestations  at  an  earlier 
date.  It  thus  appears  that  stress  testing  is  a poor 
method  for  detecting  asymptomatic  ischemic  heart 
disease,  but  should  be  reserved  for  patients  in  whom 
other  evidence  is  suggestive.  Exercise  testing  is  of 
great  value  in  evaluating  functional  capacity  and  the 
results  of  medical  and  surgical  therapy. 

Eugene  Talmadge  Memorial  Hospital 
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MEETINGS  OF  INTEREST 

The  Second  Seminar  on  Arthritis  under  the  co-spon- 
sorship of  the  Divisions  of  Rheumatology  and  Ortho- 
pedic Surgery  and  Department  of  Physical  Medicine  of 
Emory  University  will  be  held  at  Grady  Memorial 
Hospital  in  Atlanta  March  13  and  14. 

The  Center  for  Disease  Control  is  sponsoring  a na- 
tional conference  on  Current  Concepts  in  Communicable 
Disease  Control  at  the  Sheraton-Lincoln  Hotel  in  Hous- 
ton, Texas,  March  13-16.  Local  arrangements  and  pro- 
gram information  are  available  from  J.  D.  Millar, 
M.D.,  Director,  State  and  Community  Services  Divi- 
sion, CDC. 

The  40th  Annual  Assembly  of  the  Southeastern 
Surgical  Congress  will  be  held  at  the  Shoreham  Hotel 
and  Motor  Inn,  Washington,  D.C.,  March  27-30. 
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Coronary  Atherosclerosis: 

A Medical  or  a Surgical  Future?'" 


“It  is  much  easier  to  write  upon  a disease  than  upon  a remedy.  The  former  is 
in  the  hands  of  nature,  and  a faithful  observer,  with  an  eye  of  tolerable  judgment 
cannot  fail  to  delineate  a likeness.  The  latter  will  ever  be  subject  to  the  whims,  the 
inaccuracy,  and  the  blunders  of  mankind.” 

William  Withering 
An  Account  of  the  Foxglove 


T 

X HE  PHYSICIAN  leams  early  in  his  career  that  you  first  do  no  harm.  In  the  area  of 
coronary  atherosclerosis  this  prudent  approach  has  usually  meant  close  observation 
of  the  patient  and  here  and  there  a nudge  with  a carefully  chosen  drug. 

The  advent  of  coronary  artery  bypass  surgery,  however,  has  brought  great  con- 
troversy and  anxiety  to  our  traditional  approach  to  these  patients.  The  enthusiasm 
by  some  groups  for  this  surgery  and  their  increasing  indications  for  its  application 
threatens  to  change  the  coronary  care  unit  into  a pre-  and  postoperative  coronary 
surgery  unit.  As  the  fervor  for  the  procedure  increases  and  as  patients  read  lay 
magazines  proclaiming  that  the  cure  for  coronary  atherosclerosis  has  arrived  in 
the  disguise  of  a vein,  the  physician  is  confronted  with  the  dilemma  of  medical 
versus  surgical  therapy.  Perhaps  the  prudent  course  is  no  longer  the  easy  decision 
of  not  to  operate. 

This  editorial  examines  some  of  the  elements  of  the  surgery  that  a physician 
must  ponder  before  he  selects  a medical  or  surgical  future  for  his  patient. 

The  Candidate 

Originally  patients  were  selected  because  of  angina  unresponsive  to  medical 
therapy.  Lately  the  enthusiasm  in  certain  centers  has  led  to  the  inclusion  of  pa- 
tients with  cardiogenic  shock,  pre-infarction  angina,  recurrent  ventricular  ar- 
rhythmias, myocardial  failure,  previous  myocardial  infarction,  and  even  the  asymp- 
tomatic patient  with  significant  coronary  occlusion.  The  rationale  for  operating  on 
the  desperately  ill  patient  is  similar  to  the  selection  of  patients  for  cardiac  trans- 
plantation— “the  patient  will  die  unless  something  is  done.”  Unfortunately  most 
of  us  are  not  gifted  with  this  kind  of  oracular  insight.  Often  the  most  ill  patients, 
even  those  in  cardiogenic  shock,  defy  our  direst  predictions.  Arrhythmias,  stubborn 
and  recurrent  as  they  may  be,  are  usually  subdued  given  enough  medicine  and 
time.  The  group  with  pre-infarction  angina  represent  a vexing  problem  in  both 
diagnosis  and  treatment.  The  natural  history  of  this  very  ill-defined  group  is  not 
known.  A recent  report  suggests  that  the  one-year  prognosis  is  fairly  good  with- 
out surgery.  The  group  with  myocardial  failure  as  their  ticket  to  the  surgical  arena 
have  been  reported  to  show  improvement  in  some  studies  but  not  in  others.  The 
ultimate  operability  of  these  patients  will  likely  depend  on  the  amount  of  muscle 
that  is  still  viable  before  surgery.  There  is  no  information  about  the  asymptomatic 
group  with  significant  coronary  disease.  It  has  been  known  for  some  time  that  it  is 
difficult  to  make  an  asymptomatic  patient  feel  better.  His  risk  for  a future  myo- 
cardial infarction  is  unknown  but  certainly  better  at  this  time  than  the  risk  of 
surgery. 

* From  the  Department  of  Medicine,  Emory  University  School  of  Medicine  and  Piedmont  Hospital,  At- 
lanta, Georgia. 
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The  Risk  of  the  Procedure 


Selective  coronary  cineangiography  is  required  to  identity  the  location  and  the 
extent  of  the  occlusive  process.  The  risk  of  the  angiography  is  small  (20  deaths  in 
22,600  cineangiograms  at  the  Cleveland  Clinic)  at  the  large  centers  devoted  to 
this  technique  as  a full-time  occupation,  but  probably  much  higher  in  the  less  ac- 
tive centers.  Unfortunately,  the  latter  statistics  are  not  available  and  the  risks  of  the 
procedure  at  the  local  laboratory  are  assumed  to  be  the  same  as  the  large  center, 
ft  should  also  be  noted  that  a large  percentage  (20  per  cent  at  the  Cleveland 
Clinic)  of  patients  are  found  to  have  normal  arteriograms.  These  patients  are  a 
very  low  risk  group  and  should  not  be  included  in  calculating  the  risk  of  angiog- 
raphy for  patients  with  serious  disease. 

The  same  reasoning  should  be  applied  to  the  surgery.  The  operation  has  been 
accomplished  at  low  risk  (3  to  4 per  cent  at  the  Cleveland  Clinic)  but  is  certainly 
much  higher,  probably  at  least  10  per  cent,  at  other  centers.  This  mortality  rate 
increases  according  to  the  number  of  vessels  bypassed,  the  addition  of  aneurysmec- 
tomy to  the  surgery,  the  skill  of  the  surgeon,  and  the  experience  of  his  supporting 
team.  Coronary  artery  surgery,  just  as  cardiac  valvular  surgery,  requires  the  full- 
time, 24-hour-a-day  skills  of  experienced  nurses,  cardiologists,  cardiovascular 
surgeons,  and  operating  room  personnel.  This  procedure  cannot  be  recommended 
for  the  hospital  that  cannot  supply  each  of  these  vital  components  for  successful 
surgery. 

Pathologic  Requirements 

The  coronary  circulation  depends  upon  three  major  vessels:  the  right  coronary 
artery,  the  left  anterior  descending  and  the  left  circumflex.  Each  of  these  vessels 
can  be  bypassed  if  the  artery  distal  to  the  obstruction  is  patent  and  at  least  1.5 
mm.  in  size.  Since  the  greatest  severity  of  coronary  atherosclerosis  is  usually 
proximal,  then  most  obstructed  arteries  can  technically  be  bypassed.  The  obstruc- 
tion must  exceed  75  per  cent  of  the  lumen  visualized  on  angiography  or  the  graft 
will  probably  not  remain  open.  In  addition,  there  is  evidence  that  blood  flow  does 
not  become  significantly  limited  until  the  vessel  is  75  per  cent  obstructed. 

An  optimum  lesion  would  be  a proximal  lesion  isolated  to  one  coronary  artery. 
Although  this  may  occur,  particularly  in  Prinzmetal’s  angina,  usually  two,  and 
sometimes  three  coronary  arteries  must  be  bypassed.  Left  coronary  artery  obstruc- 
tion proximal  to  the  bifurcation  of  the  circumflex  and  anterior  descending  arteries 
has  been  found  to  have  a particularly  ominous  prognosis  and  may  require  surgery 
without  delay. 

The  Results  of  the  Surgery 

In  contrast  to  previous  revascularization  procedures  such  as  internal  mammary 
implantation  and  talcum  powder  salting  of  the  pericardial  sac,  coronary  artery  by- 
pass surgery  has  a physiologic  appeal.  Flowmeter  techniques  have  documented  a 
graft  flow  of  70  to  110  cc/minute.  Cineangiography  has  demonstrated  patency  of 
the  graft.  Patients  with  incapacitating,  recurrent  angina  refractory  to  excellent 
medical  therapy  have  offered  testimonials  of  complete  relief.  Pre-  and  postsurgical 
treadmill  exercise  studies  have  also  documented  the  clinical  improvement. 

On  the  other  hand,  the  long-term  fate  of  the  grafts  is  not  yet  known.  The  most 
experienced  surgical  groups  report  closure  of  15  to  20  per  cent  of  the  grafts  a 
variable  period  postoperatively.  Recently  there  have  been  reports  of  intimal  hyper- 
plasia in  the  grafted  veins  resulting  in  occlusion.  Because  of  this  possible  unsuitable 
performance  of  a vein  graft  connection  between  two  arteries,  some  surgeons  are 
switching  their  allegiance  to  direct  anastomosis  from  the  internal  mammary  artery 
to  the  coronary  artery.  A number  of  the  patients  who  have  attested  to  complete 
relief  of  chest  pain  have  been  shown  to  have  an  occluded  graft  on  restudy.  Most 
distressing  has  been  the  report  of  progressive  atherosclerosis  distal  to  the  graft. 
Although  the  procedure  may  improve  angina  pectoris,  it  is  not  known  if  the 
procedure  prolongs  life.  Unfortunately,  we  still  do  not  know  the  natural  history 
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of  unoperated  patients  with  angina  pectoris  for  comparison  with  the  surgical  re- 
sults. 

Summary 

At  this  time  I believe  that  the  procedure  should  be  recommended  to  the  patient 
with  angina  recalcitrant  to  careful  medical  management.  Hopefully  the  next  several 
years  will  bring  information  about  the  long-term  patency  of  veins  or  arteries  used 
as  bypass  grafts.  The  prognosis  of  the  various  groups  described  earlier  should  be 
clarified.  Large  scale  clinical  studies  should  reveal  whether  the  procedure  enhances 
the  quality  and  the  quantity  of  life.  Until  these  studies  are  available,  I will  maintain 
some  reservations  about  extending  the  procedure  more  widely,  hoping,  as  did  Sir 
Francis  Bacon, 

“If  a man  will  begin  with  certainties,  he  shall  end  in  doubt,  but  if  he  will  be 
content  to  begin  with  doubts,  he  shall  end  in  certainties." 

Mark  E.  Silverman,  M.D. 

Emory  University  School 
of  Medicine,  Atlanta 


Georgia  Heart  Association  Activities 

L' EBRUARY  IS  Georgia  Heart  Month.  It  is  a time  to  focus  attention  not  only  on 
the  vast  problem  of  cardiovascular  disease,  which  annually  claims  more  than  50 
per  cent  of  all  lives  lost  in  Georgia,  but  also  on  the  one  organization  in  our  state 
devoted  exclusively  to  combatting  this  killer. 

The  Georgia  Heart  Association  has  met  this  overriding  health  menace  by  bring- 
ing together  the  knowledge  and  energy  of  medical  and  nonmedical  volunteers  to 
evaluate,  develop  and  implement  multi-faceted  programs  aimed  at  reducing  pre- 
mature death  caused  by  heart  disease. 

In  a long-established  partnership,  more  than  1,000  physicians  and  400  nurses 
last  year  worked  with  nonmedical  leaders  as  members  of  the  GHA.  In  addition 
to  the  membership  force,  the  services  of  thousands  more  medical  people  were 
enlisted  to  carry  through  these  vital  programs. 

In  an  age  of  increasing  public  concern  over  health  and  related  matters,  the 
GHA  has  afforded  an  opportunity  for  involvement  for  medical  people  throughout 
the  state. 

Operating  under  a three-year  grant  from  the  Georgia  Regional  Medical  Pro- 
gram, the  GHA  trained  17,000  Georgians  in  the  lifesaving  technique  of  cardio- 
pulmonary resuscitation  (CPR).  Of  those  trained,  2,500  took  advanced  courses 
to  become  instructors  in  the  program  and  organize  similar  courses  in  their  own 
communities  for  people  in  high  risk  and  emergency  occupations.  In-service  train- 
ing programs  are  operating  in  120  Georgia  hospitals,  representing  80  per  cent 
of  the  state’s  total  hospital  beds.  After  termination  of  the  grant  last  August,  the 
GHA  assumed  full  responsibility  for  the  program. 

The  GHA  directed  more  than  $200,000  to  heart  research  in  Georgia  institu- 
tions last  year  and  to  the  national  research  program  of  the  American  Heart  Asso- 
ciation which  is  currently  supporting  four  research  grants  in  Georgia. 

One  hundred  and  twenty-one  professional  nurses  actively  involved  in  the  care  of 
cardiac  patients  and  operating  in  hospital-teaching  capacities  attended  the  annual 
cardiology  seminar  of  the  GHA  to  learn  rehabilitation  techniques  for  heart  attack 
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patients  and  incorporate  their  learning  into  nursing  courses  in  their  own  areas. 

Three  hundred  Georgia  physicians  and  professional  nurses  attended  the  annual 
scientific  sessions  to  hear  leading  national  experts  in  the  field  of  cardiovascular 
disease  discuss  the  latest  advancements  in  diagnosis,  treatment  and  rehabilitation 
of  cardiac  patients. 

One  hundred  and  eighty  volunteer  physicians  gave  more  than  8,000  hours  of 
free  professional  time  and  service  in  14  heart  clinics  to  administer  medical  treat- 
ment to  the  indigent.  The  Georgia  Heart  Clinic  System  now  handles  about  20,000 
patient  visits  every  year  and  by  working  with  other  health  agencies,  makes  pos- 
sible advanced  diagnosis,  treatment  and  surgery  for  patients  who  cannot  afford 
to  pay  for  it. 

In  other  areas  of  Heart  Association  activity,  as  many  as  244  Georgia  firms 
employing  140,000  employees  have  participated  in  an  intensive  “Heart  of  In- 
dustry” program  to  make  employees  aware  of  the  factors  which  can  reduce  their 
risk  of  heart  attack.  Hundreds  of  volunteer  physician  speakers  took  part  in  the 
program,  using  thousands  of  brochures,  films  and  other  educational  materials 
provided  by  the  GHA. 

Risk  factor  programs  on  smoking,  diet,  high  blood  pressure  and  exercise  were 
presented  all  over  the  state  by  volunteers  for  the  GHA,  and  349,000  pieces  of 
free  heart  literature  were  sent  in  response  to  requests  from  3,500  physicians, 
nurses,  teachers,  students,  people  in  industry  and  others  interested  in  the  prob- 
lems of  heart  disease. 

These  activities  indicate,  but  never  can  measure  fully,  the  value  of  the  count- 
less hours  freely  given  by  thousands  of  physicians  and  nurses  in  the  state. 

The  Georgia  Heart  Association  is  a tool,  made  possible  by  public  support, 
through  which  leaders  in  business  and  medicine  can  channel  all  available  know- 
ledge toward  one  goal — conquest  of  heart  disease.  Medical  volunteers  have  used 
this  tool  well  in  Georgia  and  by  doing  so  have  benefited  not  only  the  public, 
but  the  entire  medical  profession  as  a whole. 


TAPES  AVAILABLE 


Cassette  tape  recordings  of  the  program  of  the  Cobb 
County  Medical  Society,  November  20,  1971,  sponsored 
by  Lederle  Laboratories,  are  available  with  the  follow- 
ing features  and  speakers: 

Tape  No.  1 

“The  Physician  as  a Father” — Joseph  B.  Trainer, 
M.D.,  Professor  of  Medicine,  Associate  Professor  of 
Physiology,  University  of  Oregon  Medical  School, 
Portland  (40  minutes). 

“On  Being  the  Husband  of  a Physician’s  Wife” — 
Beverley  T.  Mead,  M.D.,  Professor  and  Chairman,  De- 
partments of  Psychiatry  and  Neurology,  The  Creigh- 
ton University  School  of  Medicine,  Omaha  (40  min- 
utes). 

Tape  No.  2 

“The  Physician  as  Doctor  and  Patient” — Perry  Scott 
MacNeal,  M.D.,  Physician  to  Pennsylvania  Hospital 
and  Benjamin  Franklin  Clinic,  Philadelphia  (40  min- 
utes). 

“The  Physician  as  a Citizen  and  Community  Lead- 
er”— Josph  B.  Trainer,  M.D.  (40  minutes). 


Tape  No.  3 

“The  Battle  of  the  Sexes”  (A  humorous  and  percep- 
tive commentary) — Beverley  T.  Mead,  M.D.  (1  hour). 

Tape  No.  4 

“How  to  Be  Successfully  Married  to  a Doctor  With- 
out Resorting  to  Violence” — Mrs.  Ruth  Inglis,  Doctor’s 
Wife,  Mother,  Civic  Worker,  and  Writer,  Marietta  (40 
minutes) . 

“The  Realization  of  a Physician  as  a Man” — Perry 
Scott  MacNeal,  M.D.  (40  minutes). 

Tape  No.  5 

Panel  Discussion — All  the  above  speakers  (1  hour). 

Cost  per  tape  is  $3.50.  Your  check  made  payable  to 
the  Cobb  County  Medical  Society  should  accompany 
your  order.  Address  all  orders  to 


Noah  D.  Meadows,  Jr.,  M.D. 
52  Tower  Road,  N.W. 

Marietta,  Georgia  30060 
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1972  Annual  Session 

LOCATION  OF  HOTELS  AND  MOTELS  IN  MACON 


*A  block  of  rooms  is 
being  held  for  MAG 
members  at  these 
hotels/motels . 


HOTEL  AND  MOTEL  FACILITIE 
MACON,  GEORGIA* 


Alpine  Lodge 
Ambassador  Motel 
Brown's  Motel 
City  Auditorium 
Convention  Bureau 
Greater  Macon  Chamber  of  Com 
Courtesy  Court  Motel 
Dempsey  Motor  Hotel 
Heritage  Motel 
Holiday  Inn  of  Macon 
Holiday  Inn  West 
Howard  Johnson's  Motor  Lodge 
Macon  Coliseum 
Macon  Plaza  Motel 
Quality  Courts  Motel  South 
Sheraton  Motor  Inn 
Town  Pavilion  of  Macon 


*17  Macon  Hilton 


THE  ANNUAL  SESSION-A  MINI-SCHEDULE 


Thursday,  May  11,  1972 

8:30  a.m. — Registration  Opens 

9:00a.m. — Specialty  Society  Meetings  (See  March 
Program  Issue) 

2:00  p.m. — Auxiliary  Pre-Convention  Executive  Board 
Meeting 

6:30  p.m. — Specialty  Society  Receptions  and  Dinners 
(See  March  Program  Issue) 

Friday,  May  12,  1972 

9:00  a.m. — First  General  Session 

First  Session,  House  of  Delegates 
Featured  Speaker:  “Government  Con- 

trolled Medical  Care” 

10:00  a.m. — Auxiliary  General  Meeting 

2:00  p.m. — General  Meeting — “Health  Care  Delivery 
Systems — Past,  Present  and  Future” 


6:30  p.m. — Alumni  Receptions  and  Dinners 

Saturday,  May  13,  1972 

9:00  a.m. — Reference  Committee  Meetings 
10:00  a.m. — Auxiliary  General  Meeting 
2:00  p.m. — General  Meeting — “Venereal  Disease,” 
“Sex  in  Schools”  and  “Dynamics  of  Vio- 
lence” 

6:30  p.m. — Annual  Reception  and  Banquet 

Sunday,  May  14,  1972 

7:00  a.m. — Prayer  Breakfast 
9:00  a.m. — Second  General  Session 

Second  Session,  House  of  Delegates 
9:00  a.m. — Auxiliary  Post-Convention  Executive  Board 
Meeting 

12:00  noon — Adjournment 
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Medical  Association  of  Georgia 
Annual  Session 

May  11-14,  1972 — Macon,  Georgia 
RESERVATION  REQUEST 

1.  Please  complete  this  form  and  mail  to:  Reservation  Department 

(Motel/Hotel  of  your  choice) 

Macon,  Georgia  (Proper  Zip  Code) 

2.  Special  reservation  forms  will  be  mailed  to  Officers,  Councilors,  Delegates  and  Special  Out-of-State  Guest  Speakers. 

3.  Assignment  of  rooms  will  be  made  in  order  of  receipt  of  reservation.  If  possible  confirmation  will  be  in  accordance  with 
preference  indicated;  if  not,  best  substitute  will  be  made. 

4.  Unreserved  accommodations  will  be  released  on  April  20,  1972. 

5.  Rooms  will  not  be  ready  for  occupancy  until  2:00  p.m.  on  day  of  arrival.  Check-out  time  is  1:00  p.m.  on  your  departure 
date. 


6.  A quick  check  out  card  will  be  placed  in  each  room  at 
you  will  be  billed  later. 

the  Macon  Hilton  Hotel.  Turn 

this  in  at  Registration  Desk  and 

DAILY  MOTEL/HOTEL  ROOM  RATES 

—EUROPEAN  PLAN  (Meals 

not  included) 

Bedroom 

Each  Additional 

NAME  OF  MOTEL 

1-2  persons 

Person 

Alpine  Motor  Inn 

Single— $10.00-11.00 

$2.50 

1990  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $14.50-15.00 

$2.50 

Dempsey  Motor  Hotel 

Single— $10.00-14.00 

$3.00 

P.O.  Box  127,  Macon,  Ga.  31202 

Double— $16.00-20.00 

$3.00 

Holiday  Inn  of  Macon 

Single — $13.50 

1044  Riverside  Dr.,  Macon,  Ga.  31202 

Double^ — $16.00 

Howard  Johnson’s  Motor  Lodge 

Single— $13.00-16.00 

$3.00 

2566  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $18.00-21.00 

$3.00 

Macon  Hilton  Hotel 

Smgle— $17.00 

$6.00 

P.O.  Box  144,  Macon,  Ga.  31202 

Double— $23.00 

$6.00 

Sheraton  Motor  Inn 

Smgle— $12.00-16.00 

$3.00 

2737  Sheraton  Dr.,  Macon,  Ga.  31202 

Double— $15.00-19.00 

$3.00 

Town  Pavilion  Motel 

Single— $10.00-11.00 

$3.00 

Broadway  at  Walnut  Street,  Macon,  Ga.  31202 

Double— $13.00-14.00 

$3.00 

Cut  out  and  send  to  motel/hotel  of  your  choice: 


Please  type  or  print 

Please  reserve  from  block  of  rooms  being  held  for: 

MEDICAL  ASSOCIATION  OF  GEORGIA  ANNUAL  SESSION 

MAY  11-14,  1972 


NAME  

ADDRESS 

CITY  & STATE  ZIP 

ARRIVAL  DATE  DEPARTURE  DATE 

TYPE  OF  ACCOMMODATIONS  DESIRED  FOR 


# OF  PERSONS 
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NTRODUCING 


TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN ' also  available  as  250-mg  capsules 

(TETRACYCLINE  HCIJ 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N A . 10017 


. .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KlilESED* 
provides  more  complete  relief: 


n belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESEir 

antispasmodic/sedative/antiflatulent 


spring  peeper  (tree  frog,  Hyla  crucifer)-. 
his  small  amphibian  can  expand 
ts  throat  membrane  with  air  until  it  is 


PRESIDENT'S  LETTER 


WITH  YOUR  PERMISSION 

I’d  like  to  take  this  opportunity  to  commend  Dr.  Edgar  Woody,  Jr.,  Mrs.  Pat 
Thigpen  Phillips  and  their  staff  on  the  spendid  job  that  has  been  done  in  the  past 
in  putting  together  our  Journal  and  getting  it  to  us  each  month. 

There’s  more  to  getting  out  a monthly  journal  of  this  type  than  meets  the  eye. 
The  monthly  contributors  have  to  be  constantly  prodded  to  get  their  material  in 
on  time.  Then  this  material  has  to  be  edited  and  checked  for  spelling  and  punctua- 
tion and  lines  counted  in  order  for  it  to  fit  in  the  space  allotted.  This,  along  with 
the  scientific  articles,  news  items  and  advertising,  has  to  be  organized  and  sent  to 
the  printer. 

As  you  see,  this  all  takes  time,  and  the  articles  for  this  month’s  Journal  were 
supposed  to  be  in  before  the  10th  of  last  month.  I’m  prefacing  what  I’d  like  to 
say  in  this  month’s  President’s  Page  with  the  above  in  order  for  you  to  know  that 
events  that  have  occurred  and  been  reported  in  your  Journal  have  quite  often 
happened  four  to  six  weeks  before  you  read  it  here. 

In  the  mail  of  January  10,  I received  a printed  reproduced  copy  of  a letter 
that  was  mailed  from  the  Executive  Department  of  the  Capitol  bearing  the  date 
of  January  6 and  postmarked  in  Atlanta  on  January  8.  This  was  a two-page  letter 
signed  by  the  Governor  and  addressed  to  your  President  at  the  headquarters  of- 
fice, 938  Peachtree  Street,  NE,  Atlanta,  Georgia.  I’m  sure  most  of  you  received 
the  same  two  propaganda  sheets  with  no  cover  letter  of  explanation. 

The  original  of  this  letter  was  received  at  the  MAG  Office  on  January  11.  (It 
was  still  postmarked  on  the  8th,  but  it  seems  to  take  mail  a day  longer  to  be 
delivered  in  Atlanta  than  elsewhere.)  As  you  recall,  the  letter  ended  with  a final 
paragraph  that  read,  “With  your  permission,  this  letter  is  being  sent  to  other  doc- 
tors. You  are  all  heirs  to  a long  tradition  of  selfless  and  dedicated  service  to  those 
in  need.  I admire  and  appreciate  that  great  heritage  and  on  that  basis  I ask  for 
support.” 

I want  to  assure  you,  as  your  President,  that  this  permission  was  neither  asked 
for  nor  granted.  I’m  assuming  that  those  in  positions  of  power  are  presumptuous 
enough  to  assume  this  permission.  Or  it  could  have  been  that  they  were  in  such 
a hurry  to  get  the  letter  out  so  it  could  be  one  of  the  political  last-day  pressure 
sheets,  it  would  give  nobody  time  to  refute  it. 

It  appears  to  me  that  the  timing  had  to  be  figured  out,  since  the  Legislature  con- 
vened on  January  10  and  this  letter — conveying  an  implied  impression  that  it  had 
the  blessing  of  your  President  and  the  Medical  Association  and  asking  for  our 
help  in  putting  his  program  over,  perhaps  indicating  a change  in  the  position  of 
the  MAG — arrived  on  that  date.  Since  with  this  implied  impression,  you  could 
be  inclined  to  take  the  pressure  off  your  Legislators  to  back  up  the  MAG  posi- 
tion of  opposition  to  the  program  as  presented,  don’t  you  get  the  feeling  that  the 
timing  was  indeed  important? 


J.xM.A.  GEORGIA 


sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure 


My  first  thought  was  to  get  out  an  all-member  mailing  regarding  this  unethical 
political  statement.  I’m  sure  that  it  cost  the  taxpayers  several  hundred  dollars  for 
this  letter  to  be  mailed,  and  knowing  that  it  would  cost  us  a like  amount,  I did 
not  feel  that  we  should  take  MAG  funds  to  try  to  counteract  that  for  which  tax- 
payer’s funds  were  used.  I well  remember  when  Sam  Wong — a Chinese — shot  and 
killed  his  wife — Susie  Wong — when  she  presented  him  with  a white  baby.  His 
statement  was,  “Two  Wongs  don’t  make  a white.” 

I’m  sure  you  noticed  in  the  contents  of  this  letter  that  the  statement  is  made  that 
“some  irresponsible  opponents  of  reorganization  . . .”  and  I presume  all  of  us 
who  have  consistently  opposed  the  abolition  of  the  State  Board  of  Health  are 
the  ones  referred  to  as  being  irresponsible. 

I feel  that  the  letter  defeated  its  purpose  because  there  were  many  of  the  re- 
cipients who  felt  that  the  letter  had  been  missent  because  of  the  heading  and  they 
simply  dropped  it  in  another  envelope  and  mailed  it  to  me  at  the  MAG  office. 

To  me,  the  whole  thing  was  an  example  of  power  politics  and  I feel  it  was 
worthy  of  a good  chuckle.  I hope  you  took  it  in  the  same  vein.  If  standing  up 
for  what  one  feels  is  right  and  should  be  done  classes  one  as  being  irresponsible, 
I will  have  to  say  that  the  shoe  fits  and  I will  be  glad  to  wear  it  with  pride. 

See  you  next  month. 


IV.  C.  Mitchell,  M.D. 

President,  Medical  Association  of  Ga. 


DEAJSPS 


Adventure  in  Sport  ■ Adventure  in  Sport  ■ A \ 


Adventure  in  Sport  i 


Your  leisure  hours  are  valuable. 

Let  Dean's  help  you  make  the  most  of  them. 

We  know  that  time  is  important  to  successful 
professional  men,  and  that,  in  both  work  and  play, 
they  insist  on  unquestioned  quality. 

So  we  outfit  you  quickly  and  expertly  with 
the  equipment  and  apparel  for  your 
favorite  sport.  Come  let  us  provide  you 
with  all  you  need  to  get  greatest  pleasure 
from  your  valuable  leisure  hours. 

6277  Roswell  Road,  NW/Atlanta,  Georgia/Sandy  Springs  Plaza/252-8706 

I Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  ■ Adventure  in  Sport  \ 
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CANCER  PAGE 


IS  THE  DOCTOR  REALLY  RESPONSIBLE? 


“T 

X WOULD  QUIT  SMOKING  but  no  onc  has  ever  told  me  to.”  How  many  times 
have  you  heard  this  in  your  office,  particularly  when  you  ask  the  patients  how 
much  they  smoke  or  why  do  they  smoke  when  they  have  a definite  lesion  in  their 
mouth  or  a dry  hacking  cough?  This  statement  is  not  much  more  common  than 
the  question.  “Do  you  really  think  smoking  causes  cancer?”  These  are  situations 
that  have  to  be  faced  by  a patient  frequently  in  this  day  and  time,  and  the  ques- 
tion is,  where  does  the  doctor’s  responsibility  start  and  stop? 

We  as  doctors  have  all  of  the  facts  at  our  fingertips,  the  approximate  number 
of  patients  that  will  die  of  lung  cancer,  the  fact  that  oral  and  laryngeal  cancers 
are  directly  related  to  smoking  and  the  fact  that  peptic  ulcer  disease  and  even 
heart  disease  are  directly  related  to  smoking.  For  this  reason  I feel  that  we  need 
to  take  a closer  look  at  our  responsibility  to  our  patients. 


It  is  indeed  a flimsy  excuse  to  say  that  you  would  do  what  is  right  if  some  one 
would  just  tell  you  to  do  it,  and  this  is,  in  effect,  what  people  are  saying.  Even 
so,  people  do  depend  on  their  doctors  for  advice  on  medical  matters  and  many 
of  them  feel  that  they  have  no  responsibility  whatever  for  their  health,  but  that 
it  is  up  to  their  doctors  to  take  the  lead  and  see  to  it  that  they  get  what  they  should 
have.  The  lay  press  and  the  politicians  are  becoming  increasingly  vocal  about  this. 
Shouldn’t  we? 


It  would  also  be  nice  to  carry  this  a little  further  and  say  that  doctors  should 
probably  urge  their  patients  to  have  a physical  examination  once  a year  which 
includes  a sigmoidoscopic  examination  and  Pap  smear.  Most  of  these,  of  course, 
turn  out  to  be  negative,  but  the  few  who  turn  up  with  early  pathological  processes 
which  are  easily  curable,  make  it  worth  going  through  all  the  other  examinations. 


J.  BENHAM  STEWART,  M.D.,  Macon 


700  Sp?'ing  St. 
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EXERCISE  STRESS  TESTING  IN 
CLINICAL  PRACTICE 

MILTON  FRANK,  III,  M.D.,  Atlanta 

In  recent  years  exercise  stress  testing  techniques  have  been  developed  which 
can  assist  the  clinician  in  his  diagnosis  and  management  of  coronary  heart  dis- 
ease. Exercise  testing  techniques  basically  include  step  climbing  (i.e.,  Master 
Test),  treadmill  walking,  and  bicycle  ergometer  exercise. 

Recent  studies  have  conclusively  demonstrated  that  treadmill  exercise  testing 
produces  a more  sensitive  and  specific  noninvasive  diagnosis  of  arteriosclerotic 
coronary  artery  disease  than  is  available  through  a double  Master  Step  Test. 

Treadmill  exercise  testing  protocols  include  continuous  walking  at  a predeter- 
mined speed  and  grade  on  elevation  from  the  horizontal.  The  treadmill  speed  and 
grade  are  increased  at  one-  to  three-minute  intervals  and  the  patient  can  be  exer- 
cised to  the  limit  of  his  capacity  (Bruce  Test)  or  can  be  exercised  to  a predeter- 
mined heart  rate  which  is  85  per  cent  of  his  predicted  maximal  capacity  and  then 
maintained  at  such  an  exercise  level  for  two  minutes  (Graded-Exercise  Test). 

Each  patient  should  have  a chest  and  cardiac  examination  and  a resting  electro- 
cardiagram  prior  to  testing.  Contraindications  to  testing  include;  1)  History  of 
recent  myocardial  disease,  2)  a change  in  the  pattern  of  angina  pectoris,  3)  any 
serious  arrhythmia,  and  4)  any  acute  non-cardiac  disease.  During  the  test,  the 
electrocardiogram  is  continuously  monitored  and  the  blood  pressure  is  determined 
at  each  level  of  increasing  exercise.  The  patient  is  closely  observed  for  the  appear- 
ance of  chest  pain,  cerebral  ischemia,  ischemic  leg  pain,  fatigue,  undue  dyspnea, 
cyanosis  or  pallor,  any  of  which  warrants  discontinuing  the  test.  If  there  is  a fall 
in  blood  pressure  or  reduction  in  heart  rate  as  the  exercise  level  is  increased,  the 
test  should  be  stopped.  The  test  should  be  discontinued  when  significant  EKG 
abnormalities  such  as  progressive  S-T  depression  or  S-T  elevation,  serious  dys- 
rhythmias (including  sustained  tachyrhythmias,  multiple  and  multifocal  PVC’s, 
and  atrioventricular  block)  or  complete  bundle  branch  block  appear  and  were 
not  present  in  the  resting  pre-exercise  state. 

A positive  test  for  arteriosclerotic  heart  disease  requires  1.0  mm.  of  horizontal 
or  down  sloping  S-T  depression  below  the  level  of  the  P-R  segment  at  the  onset 
of  the  QRS.  S-T  depression  of  0.05  mm.  to  0.1  mm.  constitutes  a borderline  test. 
These  S-T  abnormalities  may  appear  when  rapid  heart  rates  occur,  but,  more 
commonly,  are  detected  in  the  postexercise  period.  Therefore,  during  the  imme- 
diate postexercise  period  and  during  the  ensuing  six  to  eight  minutes,  periodic 
ECG  monitoring  is  required. 

Because  an  exercise  stress  test  is  a provocative  test  for  ischemic  heart  disease, 
safety  measures  must  include  electrocardiographic  monitoring  equipment,  a DC 
defibrillator,  and  a staff  trained  in  cardiopulmonary  resuscitation  and  in  arrhyth- 
mia detection.  In  a recent  survey  of  170,000  exercise  tests,  mortality  (1/10,000 
tests)  and  morbidity  (2.4/10,000)  rates  were  exceedingly  low. 

Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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Exercise  stress  testing  has  become  an  important  aid  in  assessing  the  physical 
conditioning  of  asymptomatic  men  and  women  prior  to  their  participation  in  ex- 
ecutive fitness  programs.  Latent  coronary  artery  disease  may  also  be  discovered 
and  a more  cautious  fitness  program  can  be  tailored  to  the  affected  individual. 

In  the  asymptomatic,  postmyocardial  infarction  patient,  cautious  exercise  test- 
ing can  provide  evidence  of  his  capacity  for  initiating  a physical  rehabilitative 
program  with  a goal  of  returning  to  his  previous  occupation.  Periodic  testing  dur- 
ing a rehabilitative  program  will  enable  the  physician  to  more  confidently  advise 
the  patient  regarding  when  he  should  return  to  work  and  at  what  work  level  he 
can  safely  perform.  In  a variety  of  chronic  cardiac  diseases  exercise  testing  is 
proving  useful  in  assessing  the  benefits  of  medical  and  surgical  therapy. 

1175  Peachtree  St.,  N.E. 


HIGHLIGHTS  OF  GEORGIA 
MEDICAL  CARE  FOUNDATION 
BOARD  OF  DIRECTORS  MEETING 


January  9,  1972,  Atlanta 


Treasurer’s  Report:  The  report  was  accepted.  It  was 
voted  to  set  aside  an  additional  amount  in  escrow  for 
consultant  physicians  and  to  contact  legal  consultants 
and  auditors  to  ascertain  that  reimbursement  to  MAG 
as  a line  item  in  the  expenses  designated  as  MAG 
management  and  supervision  was  proper. 

Atlanta  Blue  Shield:  The  proposed  Atlanta  Blue 
Shield  Contract  with  changes  in  cost  figures  will  be 
submitted  to  Blue  Shield  for  comments. 

MAG  Blue  Cross-Blue  Shield  Group  Insurance 
Plan:  The  two  Blue  Cross-Blue  Shield  Plans  could  not 
agree  on  a single  plan,  but  two  developmental  plans 
had  been  presented  by  the  two  plans;  Atlanta’s  based 
on  a percent  of  U.C.R.,  and  Columbus’  based  on  a 
modified  P.S.I.,  times  6.16. 


Negotiations  will  continue  with  the  carriers  for 
provisions  for  Foundation  review  and  acceptable 
schedules. 

Coliunbus  Blue  Shield:  It  was  reported  that  Colum- 
bus Blue  Shield  has  requested  county  medical  societies 
in  its  area  to  form  peer  review  committees  in  conflict 
with  the  MAG  and  Foundation  peer  review  system.  The 
Board  requested  that  staff  notify  all  county  societies  of 
the  MAG  and  Foundation  position  on  peer  review. 
Staff  was  also  requested  to  notify  the  Columbus  Blue 
Shield  of  the  MAG  and  Foundation  opposition  to  their 
proposal. 

EMCRO:  Recent  activities  of  the  Experimental  Medi- 
cal Care  Review  Organization  were  described  for  the 
Board. 
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THE  ASSOCIATION 


PERSONALS 

First  District 

William  H.  Lippitt  of  Savannah  was  named  presi- 
dent-elect of  the  Georgia  Medical  Society  and  will  take 
office  in  December.  Darnell  Brawner  was  installed  as 
president.  Other  elected  officers  were:  Edwin  C.  Shep- 
herd, vice  president;  Harry  McGee,  Jr.,  secretary  and 
Bearing  Nash,  treasurer. 

Fifth  District 

Charles  E.  Todd  has  been  installed  as  president  of 
the  Medical  Association  of  Atlanta.  Other  new  officers 
elected  are:  Harrison  L.  Rogers,  Jr.,  vice  president; 
Joseph  L.  Girardeau,  secretary;  L.  Newton  Turk,  III, 
treasurer. 

H.  Harlan  Stone,  associate  professor  of  surgery  at 
Emory  University  School  of  Medicine,  is  co-editor  of  a 
new  book  “Contemporary  Burn  Management”  to  be 
published  by  Little,  Brown. 

Ninth  District 

C.  J.  Walker,  Jr.  was  elected  president  of  the  Hall 
County  Medical  Society  to  succeed  W.  D.  Stribling,  HI, 
the  new  chief  of  staff  at  Hall  County  Hospital  in 
Gainesville. 


DEATHS 

Percy  O.  Chaudron 

Percy  O.  Chaudron,  age  85,  of  Cedartown  died  at 
Emory  University  Hospital  in  Atlanta  December  21. 

Dr.  Chaudron  retired  from  active  practice  after  60 
years  of  service.  He  was  a member  of  the  vestry  of 
the  St.  James  Episcopal  Church,  Director  of  the  Liberty 
National  Bank  in  Cedartown,  a Mason,  Kiwanian  and 
member  of  the  American  Legion. 

He  is  survived  by  one  daughter,  Mrs.  Wallace  H. 
Stewart  of  Atlanta;  three  sisters  and  three  grandchil- 
dren. 

George  H.  Lang 

George  Herman  Lang  died  at  Candler  General  Hos- 
pital in  Savannah  January  3 at  the  age  of  85. 

A native  Savannahian,  Dr.  Lang  graduated  from 
University  of  Virginia  Medical  School,  interned  at 
Walker  Memorial  Hospital  in  Wilmington,  N.C.  and 
joined  the  staff  of  the  Manhattan  Eye,  Ear,  Nose  and 
Throat  Hospital  in  New  York  City.  He  was  a captain 
in  the  Army  Medical  Corps  during  World  War  I. 

During  his  42  years  of  active  practice  in  Savannah, 
he  served  as  president  of  the  Savannah-Chatham 


Health  Council,  lay  vice-president  of  the  Lutheran 
Church  of  the  Ascension  and  a member  of  the  Georgia 
Medical  Society. 

He  was  also  a member  of  the  American  Academy 
of  Ophthalmology,  the  American  Medical  Association 
and  a fellow  of  the  American  College  of  Surgeons. 

Dr.  Lang  is  survived  by  his  wife  Mrs.  Lois  Artley 
Lang;  a daughter,  Mrs.  Carlton  B.  Gibson  of  Larch- 
mont,  N.Y.  and  two  grandchildren. 

J.  Paul  Lindsay 

J.  Paul  Lindsay,  55,  Director  of  Emergency  Services 
at  Georgia  Baptist  Hospital  died  January  10  at  his 
home  in  Decatur. 

Dr.  Lindsay,  a native  of  Tennessee,  graduated  from 
University  of  Tennessee,  received  his  Master’s  degree 
from  George  Peabody  College  and  his  M.D.  from  Van- 
derbilt University. 

He  was  a veteran  of  both  World  War  II  and  the 
Korean  Conflict.  Since  1968,  Dr.  Lindsay  had  been 
consultant  to  the  U.S.  Department  of  Health,  Educa- 
tion and  Welfare  on  medical  affairs. 

He  was  a former  associate  director  of  the  Depart- 
ment of  Preventive  Medicine  at  Memorial  Sloan-Ket- 
tering  Institute  in  New  York  and  a member  of  the 
American  Medical  Association  Committee  on  Continu- 
ing Education. 

He  is  survived  by  his  widow,  two  daughters,  three 
sons  and  a brother. 

Scott  L.  Tarplee,  Sr. 

Scott  L.  Tarplee,  Sr.,  died  January  4 at  his  Atlanta 
home. 

Dr.  Tarplee  was  born  in  Cartersville  and  lived  in 
Atlanta  most  of  his  life. 

He  was  a graduate  of  Emory  University  School  of 
Medicine  and  a member  of  the  American  Medical  As- 
sociation. 

Survivors  include  his  widow,  a daughter  and  a son. 

Hudnall  Gentry  Weaver 

Hudnall  Gentry  Weaver  died  in  a Macon  Hospital  at 
the  age  of  74  on  December  23. 

An  alumnus  of  Mercer  University,  Dr.  Weaver  grad- 
uated from  Medical  College  of  Georgia  in  1920.  He 
served  on  the  Bibb  County  Board  of  Education  as  a 
member  for  30  years  and  held  office  during  that  time 
as  secretary,  vice  president  and  president. 

Dr.  Gentry  was  a member  of  the  Vineville  Baptist 
Church,  the  Macon  Kiwanis  Club,  the  Elks  and  Idle 
Hour  Country  Club.  He  was  also  a Mason,  former 
Vice  President  of  the  Medical  Association  of  Georgia, 
counselor  for  the  sixth  district  MAG,  member  and 
past  president  of  the  Bibb  County  Medical  Society  and 
physician  for  the  Masonic  Home  of  Georgia. 

He  is  survived  by  his  widow,  Margaret  Smith  Weaver, 
two  daughters  and  two  grandchildren. 
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CLASSIFIED  ADVERTISING 


Office  Space  available  for  well  trained  M.D. 
Ideal  for  Pediatrician,  General  Practitioner, 
or  Surgeon.  Air  conditioned.  Medical  Arts 
Building,  centrally  located  in  Marietta,  Geor- 
gia. 5 minutes  to  Kennestone  Hospital.  Full 
participating  partnership  in  x-ray,  bio-chem- 
ical laboratory  available.  No  investment  re- 
quired. Phone  (404)  428-0113. 


Emergency  Room  Physician:  Will  function  as 
part  of  3 man  team  in  providing  full  Emer- 
gency Room  coverage.  Salary  established  on 
basis  of  fees,  with  a guaranteed  minimum 
which  is  negotiable.  Appointment  to  medical 
staff  required.  Modern,  expanding  280  bed 
J.C.A.H.  hospital  with  medical  staff  of  60. 
Extremely  desirable  location  in  Northeast 
Georgia  with  the  beauty  of  the  Blue  Ridge 
Mountains  and  Lake  Lanier,  yet  only  45  min- 
utes from  downtown  Atlanta  via  1-85.  Write: 
H.  Grogan,  Director  of  Personnel,  Hall 
County  Hospital,  Gainesville,  Georgia  30501. 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere. 

We  offer; 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  tun! 

Enrichment  and  excellence— including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility— with  a Reading  Disability  Program 
tor  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program;  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call; 

Director  of  Admissions/ P.  0.  Box  87190 
College  Park,  Ga.  30337  / Tel.  AC  404-761-8881 


CALL  FOR  SCIENTIFIC  EXHIBITS* 

I I8TH  ANNUAL  SESSION  OF  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 

Macon,  Georgia,  May  1 1-14,  1972 

For  Information  and  Applications,  Write: 

John  McClure,  Jr.,  M.D.,  Chairman,  MAG  Scientific  Exhibits  Committee 
938  Peachtree  Street,  N.E.  • Atlanta,  Georgia  30309 

* Space  is  limited  at  the  Macon  Hilton  and  requests  for  applications  should  be  made  early  to 
establish  priority. 
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Today  you 
haveyourown. 


If  you’re  around  40  or  45,  you’ve 
robably  had  quite  a bit  of  clinical  experience 
ath  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
it  about  it. 

On  the  one  hand,  you  know  that  diet 
id  weight  control  are  the  initial  and  essential 
)undations  for  the  management  of  adult- 
aset,  non-ketotic  diabetes.  When  these 
leasures  prove  satisfactory,  no  additional 
jierapy  is  indicated.  On  the  other  hand,  you 
jnow  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase’ 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 

I maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
i cemia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA7M495  MED  B-5-S  LAO-6 
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118th  Annual  Session  Official  Call 

Extended  to  All  Officers  and  Members 
of  the  Medical  Association  of  Georgia 


W ELCOME  TO  THE  118TH  ANNUAL  SESSION  of  the 
Medical  Association  of  Georgia,  at  Macon,  the 
“Heart  of  Georgia.” 

General  Sessions 

The  opening  session  will  be  called  to  order  by 
W.  C.  Mitchell,  M.D.,  Smyrna,  President  of  the  As- 
sociation, at  9:00  a.m.,  Friday,  May  12,  in  the  Ball- 
room of  the  Macon  Hilton  Hotel,  with  the  Presenta- 
tion of  Colors  and  a rendition  of  “God  Bless  Amer- 
ica,” by  Mrs.  John  Grenga.  A Welcome  by  the  Bibb 
County  Medical  Society  President,  L.  E.  Dickey, 
M.D.,  will  be  followed  by  a Welcome  to  Macon  by 
the  Mayor  of  the  city  of  Macon.  Reports  from  the 
Woman’s  Auxiliary  and  the  Georgia  Student  Amer- 
ican Medical  Association  Chapter  Presidents  will 
follow.  The  President-Elect’s  Address  will  be  a 
feature  of  this  Session. 

The  Final  General  Session  on  Sunday,  May  14, 
at  9:00  a.m.,  features  a religious  observance,  a 
Memorial  Service,  the  Presentation  of  Certificates  of 
Appreciation,  Life  and  Fifty  Year  Membership  Cer- 
tificates and  the  Distinguished  Service  Award.  The 
drawing  of  the  name  of  the  winner  of  the  Commercial 
Exhibits  Visitation  Award  will  be  held.  Announce- 
ment of  the  site  of  the  1978  and  1979  Annual  Ses- 
sions will  be  made.  Immediately  following  the  ad- 
journment of  the  Second  Session  of  the  House  of 
Delegates,  the  Final  Session  will  reconvene  for  the 
Installation  of  Officers  and  Adjournment  of  the  1 18th 
Annual  Session. 

General  Meetings 

On  Friday  afternoon  a panel  on  “Health  Care 
I Delivery  Systems — Past,  Present  and  Future”  will  be 
presented  with  Russell  B.  Roth,  M.D.,  Erie,  Penn- 
sylvania, Speaker  of  the  AMA  House  of  Delegates; 
Paul  Sanazaro,  M.D.,  Rockville,  Maryland,  Director, 
j National  Center  for  Health  Services  Research  and 
; Development  of  the  Department  of  Health,  Educa- 
i tion  and  Welfare;  and  Wesley  W.  Hall,  Jr.  M.D., 
i Reno,  Nevada,  son  of  the  President  of  the  American 
I Medical  Association,  as  panel  members.  On  Saturday 
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there  will  be  three  speakers.  “The  Management  of 
Syphilis  and  Gonorrhea”  will  be  presented  by  Wil- 
liam J.  Brown,  M.D.,  Atlanta,  Medical  Consultant, 
VD  Center,  CDC  Regional  Office,  Department  of 
Health,  Education  and  Welfare;  Melvin  Anchell, 
M.D.,  Los  Angeles,  author  and  member  of  the 
American  Board  of  Family  Physicians,  will  speak  on 
“Sex  in  Schools”;  and  Jan  Alan  Fawcett,  M.D.,  Chi- 
cago, Associate  Director  of  Research,  Illinois  State 
Psychiatric  Institute,  will  speak  on  “Dynamics  of 
Violence.” 

Registration 

A general  registration  desk  for  all  participants  will 
be  open  in  the  Macon  Hilton  Hotel  on  Thursday, 
May  11,  from  8:30  a.m.  to  5:00  p.m.;  on  Friday 
and  Saturday,  from  8:00  a.m.  to  5:00  p.m.;  and 
on  Sunday,  from  8:00  a.m.  to  12:00  noon.  Admis- 
sions to  meetings  and  exhibits  will  be  by  registration 
badge  only. 

Council 

The  MAG  Executive  Committee  of  Council  will 
meet  at  10:00  a.m.  on  Wednesday,  May  10,  in  the 
Walnut  Room  of  the  Macon  Hilton,  and  the  Council 
Meeting  is  scheduled  for  2:00  p.m.  in  the  same 
room.  There  will  also  be  an  Organizational  Meeting 
of  Council  held  following  the  adjournment  of  the 
Annual  Session  on  Sunday,  May  14,  in  the  Ballroom. 

Reference  Committees 

All  members  are  invited  to  appear  before  the  Ref- 
erence Committees  of  the  House  of  Delegates  on  any 
business  being  considered  by  the  House.  Reference 
Committees  will  meet  from  9:00  a.m.  to  12:00  noon, 
Saturday,  May  13,  in  assigned  rooms  at  the  Macon 
Hilton  Hotel. 

House  of  Delegates 

The  First  Session  of  the  House  of  Delegates  will 
convene  on  Friday,  May  12,  at  9:00  a.m.,  in  the 
Ballroom  of  the  Macon  Hilton  Hotel,  immediately 
following  the  First  General  Session,  at  which  time 
nominations  of  MAG  Officers  will  be  made.  The 
Second  Meeting  of  the  House  will  be  convened  on 
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Sunday,  May  14,  in  the  same  location  at  9:00  a.m. 
The  Reference  Committee  reports  will  be  heard. 
House  actions  and  voting  for  MAG  Officers  will  take 
place. 

Prayer  Breakfast 

For  the  first  time,  the  MAG  Committee  on  Med- 
icine and  Religion  under  the  Chairmanship  of  Dr. 
W.  H.  Pool,  of  Augusta,  will  sponsor  a Prayer 
Breakfast  on  Sunday,  May  14,  7:00  a.m.,  in  the 
Elm-Cherry  rooms,  of  the  Hilton.  A discussion  on 
“Treatment  of  the  Whole  Patient”  will  feature  Pro- 
fessor Charles  R.  Brewster,  Macon,  Associate  Pro- 
fessor, in  the  Religion  Department  of  Mercer  Uni- 
versity, and  Dr.  M.  D.  Pittard,  Toccoa,  a member  of 
the  MAG  Committee  on  Medicine  and  Religion. 
This  Breakfast  is  open  to  all  who  are  interested,  and 
has  been  appropriately  scheduled  to  accommodate 
the  officers  and  delegates  prior  to  the  opening  of  the 
last  Session.  Tickets  for  this  event  will  be  on  sale  at 
the  Registration  Desk. 

Special  Feature 

At  noon  on  Friday,  May  12,  there  will  be  a spe- 
cial program  featuring  H.  E.  Godfrey,  M.D.,  of  Man- 
chester, England,  who  will  speak  on  “Government 
Controlled  Medical  Care.”  He  may  be  heard  in  the 
Ballroom  of  the  Macon  Hilton  Hotel. 

Fifty  Year  and  Life  Members 

Physicians  to  be  awarded  Life  Membership  and 
those  who  have  practiced  medicine  for  50  years  will 
be  honored  at  the  Final  General  Session,  Sunday, 
May  14,  at  9:00  a.m.,  in  the  Ballroom  of  the  Macon 
Hilton  Hotel. 

Life  Members 


H.  H.  Allen 

Decatur 

J.  Rufus  Evans 

Stone  Mountain 

W.  R.  Garner 

Gainesville 

Willard  R.  Golsan 

Macon 

E.  Leonard  Graydon 

Atlanta 

William  G.  Hamm 

Atlanta 

J.  Fletcher  Hanson 

Macon 

M.  A.  Hubert 

Athens 

W.  0.  Martin,  Jr. 

Atlanta 

Carl  P.  Savage 

Montezuma 

Calvin  B.  Stewart 

Atlanta 

J.  W.  Thurmond 

Augusta 

George  A.  Williams 

Atlanta 

50  Year  Members 


Cecil  Brannen,  Commercial  Building,  Moultrie 
James  H.  Byram,  3080  Ridgewood  Rd.,  N.W.,  Atlanta 
Charles  W.  Daniels,  1647  N.  Rock  Springs  Rd.,  N.E., 
Atlanta 

James  K.  Fancher,  31  Muscogee  Ave.,  N.E.,  Apt.  6, 
Atlanta 

Frederick  D.  Funderburg,  Monticello 
Lewis  D.  Hoppe,  4950  Riverview  Rd.,  N.W.,  Atlanta 
Zachariah  W.  Jackson,  1956  N.  Ridgeway  Rd.,  N.E., 
Atlanta 


Henry  G.  Mealing,  301  South  Finance  Building,  Augusta 
Curtis  D.  Vinson,  Route  1,  Lizella 
William  C.  Warren,  Jr.,  490  Peachtree  St.,  N.E.,  Atlanta 
Richard  B.  Wilson,  47  Interlochen  Dr.,  N.E.,  Atlanta 

Memorial  Service 

The  Association  will  hold  its  traditional  annual 
Memorial  Service  at  the  Final  General  Session  on 
Sunday  morning.  May  14,  in  the  Ballroom  of  the 
Macon  Hilton  Hotel.  The  event  will  honor  and  recall 
the  service  and  contributions  of  those  deceased  mem- 
bers in  the  past  year. 

Deceased  Members 

William  W.  Aiken,  Lyons,  August  9,  1971 
Robert  T.  Anderson,  Dublin,  December  1,  1971 
J.  D.  Applewhite,  Macon,  November  7,  1971 

E.  T.  Arnold,  Jr.,  Hogansville,  May  8,  1971 
Cecil  N.  Brannen,  Moultrie,  November  28,  1971 
Walter  H.  Bush,  Macon,  June  6,  1971 

Guy  L.  Calk,  Atlanta,  November  5,  1971 

P.  O.  Chaudron,  Cedartown,  December  21,  1971 

R.  E.  Dyer,  Atlanta,  June  2,  1971 

William  R.  Edwards,  Jr.,  Atlanta,  September  1,  1971 

Richard  S.  Graves,  Winder,  December  11,  1971 

A.  C.  Hohn,  Atlanta,  October  21,  1971 

Robert  E.  Huie,  Decatur,  November  8,  1971 

Conway  Hunter,  Atlanta,  September  7,  1971 

David  F.  James,  Atlanta,  July  26,  1971 

A.  M.  Knight,  Jr.,  Waycross,  October  18,  1971 

G.  H.  Lang,  Savannah,  January  3,  1972 
John  P.  Lindsey,  Decatur,  January  10,  1972 

F.  M.  Martin,  Shellman,  November  10,  1971 
A.  I.  Miller,  Marietta,  July  15,  1971 
James  F.  Olley,  Atlanta,  February  13,  1972 
Vernon  E.  Powell,  Atlanta,  October  4,  1971 
Albert  A.  Rosenberg,  Atlanta,  December  9,  1971 
Scott  L.  Tarplee,  Atlanta,  January  4,  1972 
Frank  H.  Thomas,  Valdosta,  October  18,  1971 
Ernest  Thompson,  Marietta,  July  14,  1971 
Angvald  Vickoren,  Forest  Park,  January  21,  1972 

H.  G.  Weaver,  Macon,  December  22,  1971 
L.  L.  Whitley,  Athens,  December  2,  1971 

MAG  Message  Center 

A message  center  will  be  maintained  near  the 
MAG  Official  Registration  Desk  for  the  convenience 
of  the  Membership.  Pages  from  the  Woman’s  Aux- 
iliary will  staff  this  center  during  the  entire  Ses- 
sion for  incoming  messages  only.  A bulletin  board  at 
this  message  center  will  be  available  for  notices  of 
special  importance  during  the  Annual  Session. 

MAG  Headquarters  Office  and  Press  Room 

The  Association  Headquarters  Office  Staff  will 
maintain  a Headquarters  Office  in  the  Iris  Room  of 
the  Macon  Hilton  Hotel. 

A MAG  Press  Room  will  be  available  in  the  Iris 
Room  for  newspaper,  radio  and  TV  personnel. 

Hotel  Reserv  ations 

Officers,  Councilors,  special  out-of-state  guest 
speakers,  and  Delegates  to  the  MAG  House  of  Dele- 
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gates  will  be  housed  in  a reserved  block  of  rooms  at 
the  Macon  Hilton.  Special  reservation  forms  will  be 
issued  to  the  above  by  the  MAG  Headquarters  Of- 
fice. The  other  motels  holding  rooms  for  the  Annual 
Session  are  listed  on  the  reservation  page  of  the 
I Journal-MAG.  Please  request  accommodations  di- 
rectly to  the  motel  of  your  choice. 

Elections 

[ 

; The  nominations  of  Officers  of  the  Association, 
j AMA  Delegates  and  Alternates,  as  well  as  the  an- 
i no  uncement  of  the  Family  Physician  of  the  Year, 
will  be  the  order  of  business  in  the  First  Session  of 
the  House  of  Delegates  on  Friday,  May  12.  Dele- 
gates at  the  Second  Session  of  the  House  on  Sunday 
I will  elect  the  Officers,  AMA  Delegates  and  Alter- 
' nates,  with  installation  at  the  Final  General  Session 
j immediately  following  the  adjournment  of  the  House 
! of  Delegates.  The  Delegates  Handbook  will  list  the 
I position  vacancies. 

Specialty  Society  Meetings  and  Social  Events 

j The  Specialty  Societies  have  planned  meetings, 
' both  business  and  scientific,  luncheons,  receptions 
and  dinners,  for  the  membership  of  their  organiza- 
tions, to  be  held  in  conjunction  with  the  Annual  Ses- 
sion. These  events  are  listed  in  the  Official  Program 
under  “Specialty  Society  Meetings  and  Social  Events” 
i with  the  date  and  time  of  the  event. 

! Bibb  County  Medical  Society  Social  Hour 

j The  host  society  invites  the  membership  and  their 
j wives  to  be  their  guests  for  cocktails  on  Saturday 
evening.  May  13,  from  6:30  p.m.  to  8:00  p.m.,  pre- 
ceding the  Annual  Banquet.  The  affair  will  be  held 
in  the  Elm-Mulberry  Rooms  of  the  Macon  Hilton 
Hotel.  The  sponsors  will  be  the  Georgia  Bank  and 
Trust  Company  of  Macon  and  the  Security  Life  In- 
surance Company  of  Georgia. 

I Annual  Banquet 

j The  Association  will  honor  its  President  at  the 
traditional  Annual  Banquet  to  be  held  Saturday  eve- 
ning, May  13,  at  8:00  p.m.,  immediately  following 
the  Bibb  County  Medical  Society  Social  Hour,  in  the 
Ballroom  of  the  Macon  Hilton.  The  Incoming  Presi- 
dent is  installed  and  awards  made.  Outstanding  en- 
j tertainment  is  planned  at  this  banquet.  The  “Gaslight 
i Road  Shows”  with  Dixieland  jazz  and  the  original 
I flappers  doing  the  “Charleston”  will  be  the  enter- 
tainment for  the  evening.  The  Hardman  and  Civic 
Endeavor  Awards  will  be  made  at  this  time,  and  the 
I Scientific  Exhibit  and  Special  Activities  Awards  will 
! be  presented.  Prizes  for  the  Art  Show  and  the  An- 
tique Car  Exhibits  are  given  at  the  Banquet  also. 

! Dress  will  be  semi-formal. 
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Alumni  Events 

The  Alumni  Receptions  and  Dinners  of  the  two 
Georgia  medical  schools,  as  well  as  other  medical 
alumni,  will  be  held  on  Friday  evening.  May  12. 
These  are  listed  in  the  Program  under  the  heading 
of  Alumni  Events. 

Athletic  Events 

The  annual  MAG  golf  tournament  will  be  held  at 
the  Idle  Hour  Country  Club  on  Thursday,  Friday 
or  Saturday,  May  11,  12  or  13.  Dr.  Richard  L.  Han- 
berry,  Jr.,  will  serve  as  Chairman.  No  official  handi- 
cap will  be  requested  for  entry  and  contestants  may 
form  their  own  foursomes,  or  singles  and  twosomes 
will  be  paired  together  if  desired.  Prizes  will  be 
awarded  for  low  net,  low  gross  (Callaway  System). 
Bring  your  golf  clubs  and  join  the  fun.  There  will  be 
a tournament  for  the  ladies  also. 

Arrangements  have  been  made  for  the  tennis 
tournament  to  be  held  on  Thursday  afternoon.  May 
1 1,  for  the  men  and  on  Friday  morning,  May  12,  for 
the  ladies,  at  the  Tatnall  Square  Tennis  Center, 
across  the  park  from  Mercer  University.  The  tourna- 
ment will  consist  of  round  robin  doubles  and  singles 
if  enough  doctors  and  their  wives  enter. 

Medical  Mile  details  will  be  announced.  For  in- 
formation, contact  Dr.  W.  O.  Williams,  Jr.,  Macon, 
or  Dr.  Carson  Burgsteiner,  Savannah. 

Art  Show 

Each  year  the  art  show  improves  with  more  par- 
ticipation and  interest  in  all  categories.  The  exhibits 
will  be  on  display  in  the  Grand  Foyer  area  of  the 
Macon  Hilton  where  the  Commercial  Exhibits  are 
displayed.  Prizes  will  be  given  for  the  First,  Second, 
Third  and  Honorable  Mention  places  in  the  show. 
Mrs.  Ed  Roe  Stamps,  Macon,  is  Chairman  this  year 
and  you  may  contact  her  if  you  have  an  entry. 

GaMPAC 

The  Georgia  Medical  Political  Action  Committee 
will  hold  a Breakfast  for  the  Board  of  Directors  at 
the  Macon  Hilton  Hotel,  in  the  Wisteria  Room  on 
Friday,  May  12. 

Antique  Car  Show 

Something  is  added  each  year  and  with  Dr.  Milton 
I.  Johnson,  Macon,  an  antique  car  buff  himself,  as 
Chairman  of  the  Antique  Car  Show  in  May,  there 
should  be  a great  deal  of  interest  shown  in  this  ac- 
tivity. All  physicians  in  Georgia  who  have  antique 
cars  and  wish  to  display  them  at  the  meeting,  please 
contact  Milton  I.  Johnson,  Jr.,  M.D.,  2605  Cherokee 
Avenue,  Macon,  Georgia  31204.  A covered,  guard- 
ed display  area  will  be  provided  in  the  Hilton  Park- 
ing Garage.  An  experienced  judge  has  been  engaged 
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to  judge  all  entered  vehicles.  Trophies  will  be  award- 
ed for  the  Best  Car  of  The  Show,  Best  Antique  Car, 
Best  Production  Car  (through  1942),  and  the  Best 
Classic  Car. 

Scientific  Exhibits 

The  Scientific  Exhibits  will  be  displayed  in  an 
area  adjacent  to  the  Commercial  Exhibits  at  the 
Macon  Hilton.  These  are  prepared  by  physicians 
who  will  be  present  to  discuss  their  exhibits  with  the 
membership.  Awards  for  outstanding  research  will 
be  presented  at  the  Annual  Banquet. 

Commercial  Exhibits 

Approximately  35  Commercial  Exhibits  will  be 
displayed  in  the  Macon  Hilton  Hotel.  The  exhibit 
area  has  been  floor-planned  by  the  decorating  com- 
pany with  the  easy  flow  of  trafiic  in  mind.  Your 
visitation  to  the  Commercial  Exhibits  and  the  Scien- 
tific Exhibits  is  important  and  another  handsome 
prize  will  be  offered  this  year.  The  Commercial  Ex- 
hibitors play  an  extremely  important  role  in  making 
the  Annual  Session  possible  through  their  support 
of  the  meeting  and  it  is  urged  that  you  visit  each  ex- 
hibit. 

Commercial  Exhibitors 

Booth 

No.  Name  of  Firm 

1 A.  H.  Robins  Company,  Richmond,  Virginia 

2 Encyclopaedia  Britannica,  Inc.,  Chicago,  Illinois 


3 Life  Insurance  Company  of  Georgia,  Atlanta, 
Georgia 

4 Ayerst  Laboratories,  New  York,  New  York 

5 Smith,  Miller  & Patch,  Inc.,  New  Brunswick,  New 
Jersey 

1 1 Hill  Crest  Hospital,  Birmingham,  Alabama 

12  BBC  Health  Care  Industries,  Inc.,  St.  Louis,  Mis- 
souri 

13  Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey 

14  Stuart  Pharmaceuticals,  Pasadena,  California 

15  G.  D.  Searle  & Company,  Chicago,  Illinois 

16  Wm.  P.  Poythress  & Co.,  Inc.,  Richmond,  Virginia 

17  Mead  Johnson  Laboratories,  Evansville,  Indiana 

18  Riker  Laboratories,  Inc.,  Northridge,  California 

23  Pitney-Bowes,  Inc.,  Macon,  Georgia 

24  Blue  Cross-Blue  Shield,  Columbus,  Georgia 

25  W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania 

26  Security  Life  Insurance  Company  of  Georgia,  Ma- 
con, Georgia 

27  Georgia  Bank  and  Trust  Company,  Macon,  Georgia 

32  Pfizer  Laboratories,  Doraville,  Georgia 

33  Astra  Pharmaceutical  Products,  Inc.,  Worcester, 
Massachusetts 

34  Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

35  Marshall  Erdman  and  Associates,  Inc.,  Atlanta, 
Georgia 

Commercial  Contributions 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 

Roche  Laboratories,  Nutley,  New  Jersey 

Geigy  Pharmaceuticals,  Ardsley,  New  York 

An  educational  support  grant  through  the  Merck 

Sharp  and  Dohme  Postgraduate  Program  has  been  made 

to  MAG. 


CALL  FOR  SCIENTIFIC  EXHIBITS* 

I I8TH  ANNUAL  SESSION  OF  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 
Macon,  Georgia,  May  I 1-14,  1972 

For  Information  and  Applications,  Write: 

John  McClure,  Jr.,  M.D.,  Chairman,  MAG  Scientific  Exhibits  Committee 
938  Peachtree  Street,  N.E.  • Atlanta,  Georgia  30309 

* Space  is  limited  at  the  Macon  Hilton  and  requests  for  applications  should  be  made  early  to 
establish  priority. 
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, . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 


D belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains;  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


OFFICERS  AND  COUNCIL  OF  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 


W.  C.  Mitchell 
President 


F.  W.  Dowda 
President-Elect 


Henry  D.  Scoggins 
First  Vice  President 


Braswell  Collins 
Second  Vice  President 


John  Rhodes  Haverty 
Secretary 


C.  E.  Bohler 
Chairman  of  Council 


OFFICERS 

President — W.  C.  Mitchell,  Smyrna  (1972)* 
President-Elect-— F . W.  Dowda,  Atlanta  (1972)* 
Immediate  Past  President — F.  G.  Eldridge,  Valdosta 
(1974)* 

Past  President — John  Kirk  Train,  Savannah  (1973) 

Past  President— R.  Andrews,  Jr.,  Canton  (1972) 
First  Vice  President — Henry  D.  Scoggins,  Augusta 
(1972)* 

Second  Vice  President — Braswell  E.  Collins,  Macon 
(1972)* 

Chairman  of  Council — C.  E.  Bohler,  Brooklet  (1972)* 
Secretary — John  Rhodes  Haverty,  Atlanta  (1972)* 
Treasurer — John  S.  Atwater,  Atlanta  (1972) 

Speaker  of  the  House — Harrison  L.  Rogers,  Atlanta 
(1974)* 

Vice  Speaker  of  the  House — Preston  D.  Ellington, 
Augusta  (1974) 

Editor,  JMAG — Edgar  Woody,  Jr.,  Atlanta  (1972) 

COUNCILORS 

District: 

1 —  C.  E.  Bohler,  Brooklet  (1973) 

2 —  J.  D.  Bateman,  Albany  (1973) 

3 —  J.  T.  Christmas,  Vienna  (1973) 

6 —  Norman  P.  Gardner,  Thomaston  (1974) 

7 —  David  A.  Wells,  Dalton  (1974)  * 

8 —  Robert  E.  Perry,  Jr.,  Brunswick  (1974) 

9 —  Paul  T.  Scoggins,  Commerce  (1972) 

10 — Edwin  W.  Allen,  Jr.,  Milledgeville  (1972) 


Bibb  County  Medical  Society 

Braswell  E.  Collins,  Macon  (1972) 
Cobb  County  Medical  Society 
Remer  Y.  Clark,  Marietta  (1972) 
DeKalb  County  Medical  Society 

M.  Freeman  Simmons,  Decatur  ( 1972) 
Fulton  County  Medical  Society 
Fleming  L.  Jolley,  Atlanta  ( 1972) 

J.  Harold  Harrison,  Atlanta  (1973) 
John  T.  Godwin,  Atlanta  (1974) 
Georgia  Medical  Society 

L.  R.  Lanier,  Jr.,  Savannah  (1973) 
Muscogee  County  Medical  Society 
Jack  A.  Raines,  Columbus  (1974) 
Richmond  County  Medical  Society 
J.  L.  Mulherin,  Augusta  (1972) 


* Executive  Committee 

VICE  COUNCILORS 
District: 

1 —  Albert  M.  Deal,  Statesboro  (1973) 

2—  Donald  J.  McKenzie,  Thomasville  (1973) 

3 —  John  H.  Robinson,  Americus  (1973) 

6 —  W.  E.  Barron,  Newnan  (1974) 

7 —  Don  Schmidt,  Cedartown  (1974) 

8 —  Joe  C.  Stubbs,  Valdosta  (1974) 

9 —  Robert  S.  Tether,  Gainesville  ( 1972) 

10 — M.  A.  Hubert,  Athens  (1972) 
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Bibb  County  Medical  Society 

Milton  I.  Johnson,  Macon  (1972) 

Cobb  County  Medical  Society 

Charles  R.  Underwood,  Marietta  (1972) 
DeKalb  County  Medical  Society 
L.  C.  Buchanan,  Decatur  (1972) 

Fulton  County  Medical  Society 
T.  J.  Anderson,  Jr.,  Atlanta  (1972) 

W.  W.  Moore,  Jr.,  Atlanta  (1973) 

J.  Norman  Berry,  Sandy  Springs  (1974) 
Georgia  Medical  Society 

L.  S.  Bodziner,  Savannah  (1973) 
Muscogee  County  Medical  Society 
Louis  A.  Hazouri,  Columbus  ( 1974) 


Richmond  County  Medical  Society 
Ronald  F.  Galloway,  Augusta  ( 1972) 

DELEGATES  TO  AMA  AS  OF  JANUARY  1,  1972 


Delegates  Term  Ending 

J.  W.  Chambers,  LaGrange  (12-31-73) 

John  S.  Atwater,  Atlanta (12-31-73) 

J.  Frank  Walker,  Atlanta  (12-31-72) 

Preston  D.  Ellington,  Augusta  (12-31-72) 

Alternate  Delegates 

F.  G.  Eldridge,  Valdosta  (12-31-73) 

Henry  S.  Jennings,  Gainesville (12-31-73) 

J.  D.  Bateman,  Albany (12-31-72) 

F.  W.  Dowda,  Atlanta  (12-31-72) 


MEDICAL  ASSOCIATION  OF  GEORGIA  PRESENTS 
14th  ANNUAL  ART  SHOW 
GRAND  FOYER,  MACON  HILTON  HOTEL 

MAY  11-14,  1972 


Attention  All  Artists 


Entries: 

Each  artist  is  limited  to  3 entries.  On  the  back  of  each 
place  a 3"  X 5"  card  with  your  name,  address,  title  of 
exhibit  and  selling  price.  All  entries  must  be  ruled  ac- 
ceptable before  being  hung.  Work  must  be  original. 
Art  work  that  has  won  previously  will  be  excluded.  Sales 
are  encouraged  with  a 20  per  cent  commission  charged 
to  benefit  AMA-ERF. 

Categories: 

( 1 )  Paintings — Including  Watercolor,  Oil  and  Mixed 
Media,  framed  and  ready  for  hanging. 

ART  SHOW  PRE-REGISTRATION  CARD 

Please  fill  this  out  and  mail  as  soon  as  possible  to : 

Mrs.  Ed  Roe  Stamps 
645  Orange  Street 
Macon,  Georgia  31201 

Name  

Address 

City  & State  Zip 

I plan  to  enter  the  following  categories:  (Indicate  num- 
ber of  each) 

(1)  Paintings 

(2)  Photography 

(3)  Sculpture 

(4)  Arts  and  Crafts 


(2)  Photography — Must  be  matted. 

( 3 ) Sculpture 

(4)  Arts  and  Crafts 

Judge: 

Judging  for  appropriate  prizes  will  be  done  Saturday 
morning.  No  one  will  be  allowed  in  the  judging  area 
at  this  time. 

All  entries  must  be  brought  to  the  Grand  Foyer  area 
between  10:00  a.m.  and  5:00  p.m.  on  Thursday  and 
Friday,  May  11  and  12,  and  picked  up  on  Sunday  by 
noon  following  adjournment  of  the  Annual  Session. 
Security  guards  will  be  on  duty  at  all  times. 


ARTIST’S  RECEIPT 

NAME  

ADDRESS 

CITY  & STATE  ZIP 

ENTRIES 

1.  Title  

Price  

2.  Title  

Price  

3.  Title 

Price  

Bring  This  Card  With  Your  Entry! 

REPRESENTATIVE’S  SIGNATURE 
PAINTINGS  MUST  BE  PICKED  UP  BY  SUNDAY 
NOON,  MAY  14,  1972. 
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OFFICIAL  PROGRAM 


THURSDAY,  MAY  11 

8:30  General  and  Delegates  Registration 

Grand  Foyer  Entrance,  Hilton 

9:00  View  Exhibits 

9:00  Specialty  Society  Meetings  and  Luncli- 
to  eons 

5:00  (See  Specialty  Society  Meetings  and  Social 
Events  Section) 

6:30  Specialty  Society  Receptions  and  Din- 
ners 

(See  Specialty  Society  Meetings  and  Social 
Events  Section) 

FRIDAY,  MAY  12 

8:00  General  and  Delegates  Registration 

Grand  Foyer  Entrance,  Hilton 

8:30  View  Exhibits 

9:00  First  General  Session 
Presiding 

W.  C.  Mitchell,  M.D.,  Smyrna,  Presi- 
dent, Medical  Association  of  Georgia 

Call  to  Order 
Invocation 

Rev.  John  E.  Richards,  First  Presbyteri- 
an Church,  Macon 
Presentation  of  Colors 
R.O.T.C.  Color  Guard 
Major  Davis  Carter,  Commanding 
Macon 

“God  Bless  America” 

Mrs.  John  Grenga,  Soloist 
Mr.  Putnam  Porter,  Accompanist 
Macon 
Welcome 

L.  E.  Dickey,  Jr.,  M.D.,  Macon,  Presi- 
dent, Bibb  County  Medical  Society 
Greetings 

Honorable  Ronnie  Thompson,  Mayor, 
City  of  Macon 

Introduction  of  Distinguished  Guests 
Report  of  President  of  Woman’s  Aux- 
iliary 

Mrs.  George  W.  Statham,  Atlanta,  Presi- 
dent, Woman’s  Auxiliary  to  the  Med- 
ical Association  of  Georgia 

Greetings  From  the  President  of  Wom- 
an’s Auxiliary  to  AMA 

Mrs.  G.  Prentiss  Lee,  Portland,  Oregon 


Report  From  the  Student  American 
Medical  Association  Chapter  Presidents 

Mr,  Joe  Pilkington,  President,  Emory 
University  School  of  Medicine  SAMA 
Chapter,  Atlanta 

Mr.  Charles  L.  Ogburn,  Jr.,  President, 
Medical  College  of  Georgia  SAMA 
Chapter,  Augusta 

Special  Program : “Charms  of  Macon” 

Mrs.  Jean  Holmes,  Manager,  Macon 
Tourist  Information  Center 
President-Elect’s  Address 

F.  W.  Dowda,  M.D.,  Atlanta,  President- 
Elect,  Medical  Association  of  Georgia 
Announcements 
Recess 

11 :00  First  Session,  House  of  Delegates 

Harrison  L.  Rogers,  M.D.,  Atlanta, 
Speaker 

Nominations  of  Officers  of  MAG,  A]\L4 
Delegates  and  Alternates 
Announcement  of  Family  Physician  of 
the  Year  and  Award  Presentation 
Introduction  of  Business 
Announcements 
Recess 

1 2 : 00  Special  Program 
Presiding 

W.  C.  Mitchell,  M.D.,  Smyrna,  Presi- 
dent, Medical  Association  of  Georgia 
“Government  Controlled  Medical  Care”  { 

H.  E.  Godfrey,  M.D.,  Manchester.  En-  j 
gland 

12:30  View  Exhibits  | 

2:00  General  Meeting  i 

(All  Physicians,  Auxiliary  Members  and 
Guests  Invited)  ' 

Ballroom,  Hilton 

“Health  Care  Delivery  Systems  in 
U.S.A. — Past,  Present  and  Future” 
Moderator  [ 

Braswell  E.  Collins,  M.D.,  Macon.  Sec- 
ond  Vice  President.  Medical  Associa- 
tion of  Georgia 

Panelists  l 

Russell  B.  Roth,  M.D.,  Erie.  Pennsyl- 
vania 

Wesley  W.  Hall,  Jr.,  M.D.,  Reno.  Ne- 
vada 
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Paul  J.  Sanazaro,  M.D.,  Rockville,  Mary- 
land 

5:00  V iew  Exhibits 

6:30  Alumni  Receptions  and  Dinners 

(See  Alumni  Events  Section) 

SATURDAY,  MAY  13 

8:00  General  and  Delegates  Registration 

Grand  Foyer  Entrance,  Hilton 

8:30  View  Exhibits 

9:00  Reference  Committee  Meetings 

Hilton  Hotel 

2 : 00  General  Meeting 

(All  Physicians,  Auxiliary  Members  and 
Guests  Invited) 

Ballroom,  Hilton 

Moderator 

Henry  D.  Scoggins,  M.D.,  Augusta,  First 
Vice  President,  Medical  Association 
of  Georgia 

“Management  of  Syphilis  and  Gonor- 
rhea” 

William  J.  Brown,  M.D.,  Atlanta 
“Sex  in  Schools” 

Melvin  Anchell,  M.D.,  Los  Angeles, 
California 

“Dynamics  of  Violence” 

Jan  Alan  Fawcett,  M.D.,  Chicago,  Illi- 
nois 

5:00  View  Exhibits 

6:30  Bibb  County  Medical  Society  Social 
Hour 

(All  MAG  Members,  Their  Wives  and 
Exhibitors  Invited) 

Elm-Mulberry  Rooms,  Hilton 

8:00  Annual  Banquet 

Ballroom,  Hilton 

Presiding 

W.  C.  Mitchell,  M.D.,  Smyrna,  Presi- 
dent, Medical  Association  of  Georgia 
Presentation  of  Awards : 

Special  Activities  Awards;  Golf,  Tennis, 
Art,  Medical  Mile  and  Antique  Car 
Scientific  Exhibits  Awards 
Hardman  Award 
Civil  Endeavor  Award 
Inauguration  of  President  of  the  Med- 
ical Association  of  Georgia 
Entertainment 


SUNDAY,  MAY  14 

7 :00  Prayer  Breakfast 

Elm-Cherry  Rooms,  Hilton 

Presiding 

W.  H.  Pool,  M.D.,  Augusta 
“Treatment  of  the  Whole  Patient” 

Professor  Charles  R.  Brewster,  Macon 

M.  D.  Pittard,  M.D.,  Toccoa 

8:00  General  and  Delegates  Registration 

Grand  Foyer  Entrance,  Hilton 

8:30  View  Exhibits 

9 : 00  Second  General  Session 

(All  MAG  and  Auxiliary  Members  and 
Guests  Invited) 

Ballroom,  Hilton 

Presiding 

W.  C.  Mitchell,  M.D.,  Smyrna,  President, 
Medical  Association  of  Georgia 
Call  to  Order 
Religious  Observance 

Rev.  Frank  K.  Allan,  Rector,  St.  Paul’s 
Episcopal  Church,  Macon 
Memorial  Service 

Rev.  Frank  K.  Allan,  Rector,  St.  Paul’s 
Episcopal  Church,  Macon 
Presentation  of  Certificates  of  Appreci- 
ation 

John  Rhodes  Haverty,  M.D.,  Atlanta, 
Secretary,  Medical  Association  of 
Georgia 

Presentation  of  Life  Membership  Cer- 
tificates 

Braswell  E.  Collins,  M.D.,  Macon,  Sec- 
ond Vice  President,  Medical  Associa- 
tion of  Georgia 

Presentation  of  50  Year  Membership 
Certificates 

Henry  D.  Scoggins,  M.D.,  Augusta,  First 
Vice  President,  Medical  Association 
of  Georgia 

Presentation  of  Distinguished  Service 
Award 

W.  C.  Mitchell,  M.D.,  Smyrna,  Presi- 
dent, Medical  Association  of  Georgia 

Announcement  of  Site  for  May  1978 

and  1979  Annual  Sessions 

Recess 

10:00  Second  Session,  House  of  Delegates 
Presiding 

Harrison  L.  Rogers,  M.D.,  Atlanta, 
Speaker 
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Election  of  MAG  Officers,  AMA  Dele- 
gates and  Alternates 
Reference  Committee  Reports 
Annonncments 

Adjournment  of  House  of  Delegates 

12:00  Second  General  Session  (Recon- 
vened) 

Presiding 


W.  C.  Mitchell,  M.D.,  Smyrna,  Presi- 
dent, Medical  Association  of  Georgia 

Installation  of  Officers 
Announcements 

Commercial  Exhibit  Visitation  Drawing 

Adjournment  of  llStli  Annual  Session 


SPECIALTY  SOCIETY  MEETINGS 
AND  SOCIAL  EVENTS 

Specialty  Society  Program  Chairmen 


GEORGIA  SOCIETY  OF  ANESTHESIOLOGISTS 

H.  T.  Bloodworth,  M.D.,  781  Spring  St.,  Macon, 
31201 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS  AND  GEORGIA  THORACIC 
SOCIETY 

G.  Michael  Duffell,  M.D.,  Emory  University  School 
of  Medicine,  1365  Clifton  Road,  N.E.,  Atlanta,  30322 

GEORGIA  TB-RD  ASSOCIATION 

Mr.  Elay  Sellers,  Administrative  Assistant,  1383 
Spring  St.,  N.W.,  Atlanta,  30309 

GEORGIA  SOCIETY  OF  DERMATOLOGISTS 

Beverly  B.  Sanders,  Jr.,  M.D.,  700  Spring  St.,  Macon, 
31201 

GEORGIA  DIABETES  ASSOCIATION 

Harold  C.  Atkinson,  M.D.,  724  Hemlock  St.,  Macon, 
31201 

GEORGIA  SOCIETY  OF  INTERNAL  MEDICINE 

Charles  Hollis,  M.D.,  910  N.  Jefferson  St.,  Albany, 
31705 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE  OF 
PHYSICIANS 

Henry  H.  Tift,  M.D.,  765  Spring  St.,  Macon,  31201 

GEORGIA  NEUROSURGICAL  SOCIETY 

Robert  A.  Clark,  Jr.,  M.D.,  755  Orange  Terrace, 
Macon,  31201 

GEORGIA  STATE  OBSTETRICAL  AND  GYNE- 
COLOGICAL SOCIETY 

John  D.  Thompson,  M.D.,  789  Houston  Mill  Rd., 
N.E.,  Atlanta 

Mr.  Chester  Lane,  69  Butler  St.,  S.E.,  Atlanta  30303, 
Executive  Secretary 


GEORGIA  SOCIETY  OF  OPHTHALMOLOGY 

William  H.  Jarrett,  M.D.,  575  W.  Peachtree  St.,  N.E., 
Atlanta,  30308 

John  H.  Reed,  M.D.,  1128  Vine  St.,  Gainesville, 
30501 

GEORGIA  ORTHOPEDIC  SOCIETY 

Toni  Fernandez,  M.D.,  Orthopedic  Associates,  870 
High  Street,  Macon,  31201 

GEORGIA  SOCIETY  OF  OTOLARYNGOLOGY 

John  S.  Turner,  M.D.,  1355  Clifton  Rd.,  N.E.,  At- 
lanta, 30322 

GEORGIA  ASSOCIATION  OF  PATHOLOGISTS 

John  G.  Etheridge,  M.D.,  111  Hemlock  St.,  Macon, 
31201 


GEORGIA  PSYCHIATRIC  ASSOCIATION 

Z.  Sweeney  Sikes,  M.D.,  803  Spring  St.,  Macon, 
31201 


GEORGIA  CHAPTER,  AMERICAN  ASSOCIATION 
OF  PUBLIC  HEALTH  PHYSICIANS 

Robert  J.  Walker,  Jr.,  M.D.,  770  Hemlock  St., 
Macon,  31201 

GEORGIA  RADIOLOGICAL  SOCIETY 

W.  H.  Somers,  M.D.,  Department  of  Radiology, 
Macon  General  Hospital,  Macon,  31201 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE  OF 
SURGEONS 

Charles  H.  Richardson,  Jr.,  M.D.,  724  Hemlock  St., 
Macon,  31201 
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GEORGIA  SOCIETY  OF 
ANESTHESIOLOGISTS 

Saturday,  May  13 

2:00  Scientific  and  Business  Meeting 
Jasmine  Room,  Hilton 

Presiding:  Thomas  L.  Tidmore,  Jr.,  M.D., 
Atlanta 

John  Adriani,  M.D.,  New  Orleans,  Louisi- 
ana: “Drug  Interactions  and  Incompati- 
bilities in  Anesthesiology” 

Sunday,  May  14 

9 : 00  Scientific  and  Business  Meeting 
Jasmine  Room,  Hilton 

Presiding:  Thomas  L.  Tidmore,  Jr.,  M.D., 
Atlanta 

John  Adriani,  M.D.,  New  Orleans,  Louisi- 
ana: “The  Toxicity  and  Lack  of  Toxicity 
of  Halogenated  Compounds  Used  in 
Anesthesiology” 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS,  GEORGIA 
THORACIC  SOCIETY  AND  GEORGIA 
TUBERCULOSIS-RESPIRATORY  DISEASE 
ASSOCIATION 

Thursday,  May  11 

9:00  Scientific  Meeting 

Walnut  & Mulberry  Rooms,  Hilton 

Presiding:  James  K.  Van  Buren,  M.D.,  At- 
lanta 

Dr.  Lee  Hand,  Atlanta,  Georgia:  “Pulmon- 
ary Defense  Mechanisms”  and  “The  Im- 
portance of  Nosocomial  Infections  in 
Pulmonary  Disease”;  Dr.  James  Raleigh, 
Houston,  Texas:  “Current  Management 
of  Tuberculosis”  and  “Current  Concepts 
of  Infectivity,”  “Isolation  Techniques,” 
“Pathogenesis.” 

12:00  Luncheon 

Wisteria  Room,  Hilton 

2:00  Scientific  Meeting 

Walnut  & Mulberry  Rooms,  Hilton 

Presiding:  James  K.  Van  Buren,  M.D.,  At- 
lanta 

(Speaker  to  Be  Announced) : “Diagnostic 
Approach  to  Patients  With  Pulmonary 
Fungus  Infections”;  (Speaker  to  Be  An- 
nounced) : “The  Therapeutic  Approach  to 
Fungus  Infections  of  the  Lungs”;  Dr. 
James  Crutcher,  Atlanta,  Georgia:  “Di- 
agnosis and  Treatment  of  Bacterial  Pneu- 
monias” and  “Evaluation  and  Treatment 
of  Patients  With  Chronic  Bronchitis.” 

6:00  Social  Hour 

Walnut  Room,  Hilton 

GEORGIA  SOCIETY  OF  DERMATOLOGISTS 
Friday,  May  12 

9:00  Business  Meeting 
Elm  Room,  Hilton 


7:00  Social  Hour 

Magnolia  Room,  Hilton 
8 : 00  Dinner 

Cherokee  Rose  Room,  Hilton 

Saturday,  May  13 

9:00  Scientific  Meeting 

Cherokee  Rose  Room,  Hilton 
12:00  Luncheon 

Walnut  Room,  Hilton 
6:30  Social  Hour 

Cherokee  Rose  Room,  Hilton 

Suntlay,  May  14 

9:00  Case  Presentation 

Cherokee  Rose  Room,  Hilton 
1 : 00  Luncheon 

Walnut  & Mulberry  Rooms,  Hilton 

GEORGIA  DIABETES  ASSOCIATION 

Thursday,  May  11 

3:30  Business  Meeting 

Camellia  Room,  Hilton 

Presiding:  A.  Park  McGinty,  M.D.,  Atlanta 

GEORGIA  SOCIETY  OF  INTERNAL 
MEDICINE 

Thursday,  May  11 

4:30  Business  Meeting 

Wisteria  Room,  Hilton 

Presiding:  Luther  G.  Fortson,  Jr.,  M.D., 
Marietta 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE 
OF  PHYSICIANS 

Thursday,  May  11 

6 : 00  Business  Meeting 

Wisteria  Room,  Hilton 

Presiding:  W.  J.  O’Shaughnessey,  M.D., 

Macon 

GEORGIA  NEUROSURGICAL  SOCIETY 

Sunday,  May  14 

12:00  Social  Hour 

Azalea  Room,  Hilton 

Presiding:  W.  Upton  Clary,  M.D.,  Savannah 
1 : 00  Luncheon 

Camellia  Room,  Hilton 
2:00  Scientific  Meeting 

Wisteria  Room,  Hilton 

Presiding:  W.  Upton  Clary,  M.D.,  Savannah 

GEORGIA  STATE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 

Thursday,  May  11 

8:30  Coffee 

Elm  and  Cherry  Rooms,  Hilton 

Presiding:  John  D.  Thompson,  M.D,  Atlanta 
9:30  Scientific  Meeting 

Elm  and  Cherry  Rooms,  Hilton 
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Presiding:  John  D.  Thompson,  M.D.,  Atlanta 
Dr.  Henry  Thiede,  Jackson,  Mississippi: 
“Obstetrics  in  Mississippi — an  Overview.” 
10:30  Coffee  and  Cokes 

Elm  and  Cherry  Rooms,  Hilton 
11:00  Scientific  Meeting 

Elm  and  Cherry  Rooms,  Hilton 

Presiding:  John  D.  Thompson,  M.D.  Atlanta 
Dr.  Richard  Boronow,  Jackson,  Mississippi: 
“The  Complicated  Vaginal  Fistula”;  Dr. 
George  Huggins,  Jackson,  Mississippi: 
“Laparoscopy  and  Tubal  Fulguration.” 
12:00  Luncheon  and  Business  Meeting 
Cherokee  Rose  Room,  Hilton 
2:30  Scientific  Meeting 

Elm  and  Cherry  Rooms,  Hilton 

Presiding:  John  D.  Thompson,  M.D.,  Atlanta 
Dr.  Richard  Boronow,  Jackson,  Mississippi: 
“Progress  in  Cervical  Cancer”;  Dr.  Don- 
ald Sherline,  Jackson,  Mississippi;  “Intra- 
uterine Diagnosis  in  Pregnancy”;  and 
Questions  and  Answers  with  entire  panel 
participating. 

5:00  Cocktail  Buffet 

Wesleyan  Room,  Hilton 

GEORGIA  SOCIETY  OF  OPHTHALMOLOGY 
AND  GEORGIA  SOCIETY  OF 
OTOLARYNGOLOGY 

Saturday,  May  13 

1 :00  Luncheon  and  Business  Meeting 
Magnolia  Room,  Hilton 

Presiding:  John  H.  Reed,  M.D.,  Gainesville 
and  John  S.  Turner,  M.D.,  Atlanta 
Dr.  F.  William  Dowda,  Atlanta,  Georgia: 
“The  Influence  of  Medical  Foundations  on 
Specialty  Practice.” 

GEORGIA  ORTHOPEDIC  SOCIETY 

Thursday,  May  11 

10:00  Scientific  Meeting  and  Luncheon 
Azalea  Room,  Hilton 

Presiding:  A.  S.  Carswell,  M.D.,  Augusta 

GEORGIA  ASSOCIATION  OF 
PATHOLOGISTS 

Thursday,  May  11 

1:00  Business  Meeting 

Jasmine  Room,  Hilton 

Presiding:  Robert  E.  DeLashmutt,  M.D..  At- 
lanta 

6:30  Reception  and  Dinner 

Cherokee  Rose  Room,  Hilton 

GEORGIA  CHAPTER,  AMERICAN 
ASSOCIATION  OF  PUBLIC  HEALTH 
PHYSICIANS  AND  GEORGIA  PSYCHIATRIC 
ASSOCIATION 

Thursday,  May  1 1 

2:00  Scientific  Meeting 

Mulberry  Room,  Hilton 


Presiding:  Z.  Sweeney  Sikes,  M.D.,  Macon 
and  R.  J.  Walker,  Jr.,  M.D.,  Macon 

Dr.  Robert  L.  DuPont,  Washington,  D.C.: 
“Multi-Modality  Approach  to  Drug  Treat- 
ment for  the  Nation”;  Dr.  Peter  G. 
Bourne,  Atlanta,  Georgia;  “Development 
of  a Statewide  Narcotic  Treatment  Pro- 
gram for  Georgia.” 

3:25  Panel 

Moderator:  Chaplain  C.  Earl  Davis,  Coordi- 
nator of  Macon-Bibb  County  Health  De- 
partment, Macon 

Four  Drug  Counselors  from  Drug  Rehabilita- 
tion Center,  Macon-Bibb  County  Health 
Department 

GEORGIA  RADIOLOGICAL  SOCIETY 
Saturday,  May  13 

10:00  Business  and  Scientific  Meeting 
Elm  Room,  Hilton 

Presiding:  W.  H.  Somers,  M.D.,  Macon 

12:00  Luncheon 

Cherry  Room,  Hilton 

6:30  Social  Hour  and  Dinner 

(Location  to  Be  Decided  by  Chairman) 

GEORGIA  CHAPTER,  AMERICAN  COLLEGE 
OF  SURGEONS 

Thursday,  May  11 

9:30  Scientific  Meeting 

Jasmine  Room,  Hilton 

Presiding:  Charles  E.  Todd,  Jr.,  M.D.,  At- 
lanta 

Dr.  W.  Dean  Warren,  Atlanta:  “Surgical 
Treatment  of  Pancreatitis”;  (Speaker  and 
and  Title  to  Be  Announced) ; Dr.  William 
H.  Moretz,  Augusta,  Georgia:  “Thrombo- 
Embolic  Disease”;  Dr.  Robert  A.  Parrish, 
Jr.,  Augusta,  Georgia:  “Recent  Develop- 
ments in  Pediatric  Surgery”;  Panel  on 
“Trauma”  with  case  presentation;  Above 
guest  speakers  and  Dr.  Carl  Jelenko,  III. 
Augusta,  Georgia. 

12:00  Reception  and  Luncheon 
Magnolia  Room,  Hilton 

ALUMNI  EVENTS 

MEDICAL  COLLEGE  OF  GEORGIA  ALUMM 
Friday,  May  12 

6:30  Reception  and  Dinner 

Idle  Hour  Country  Club 

President:  Don  Schmidt,  M.D.,  Cedartown 

EMORY  UNIVERSITA  SCHOOL  OF 
MEDICINE  ALUMNI 

Friday,  May  12 

6:30  Reception  and  Dinner 
Hilton  Hotel 

Chairman:  Edmund  A.  Brannen.  M.D.,  Ma- 
con 
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TULANE  UNIVERSITY  MEDICAL  ALUMNI 
Friday,  May  12 

7 ; 00  Reception 

Jasmine  Room,  Hilton 


MEDICAL  COLLEGE  OF  GEORGIA  CLASS 
OF  1947-25TH  REUNION 

Friday,  May  12 

6 : 30  Reception  and  Dinner 

Idle  Hour  Country  Club,  Macon 

Chairman:  W.  A.  Dodd,  M.D.,  WrightsvUle 


CRITERIA  FOR  SELECTION  OF 


FAMILY  PHYSICIAN  OF  THE  YEAR  (formerly 
GP  OF  THE  YEAR) — This  award  is  presented  to  an 
outstanding  Family  Physician  in  Georgia.  Selection  of 
the  recipient  will  be  made  by  the  Board  of  Directors 
of  the  Georgia  Academy  of  Family  Physicians  and 
presentation  of  the  award  will  be  made  during  the  first 
session  of  the  House.  The  name  of  the  Family  Physician, 
accompanied  by  supporting  biographical  data,  should 
be  received  at  the  MAG  Headquarters  Office  by  Feb- 
ruary 1 5 for  inclusion  in  the  Delegates  Handbook. 
No  nominations  for  this  award  may  be  made  from  the 
floor  of  the  House.  The  President  of  the  Georgia 
Academy  of  Family  Physicians  (or  his  designee  in  the 
event  of  his  absence)  will  present  this  award  at  the 
First  Session  of  the  House. 

HARDMAN  CUP — This  award  is  presented  for  “the 
achievement  of  anyone  who,  in  the  judgment  of  the 
Association,  has  solved  any  outstanding  problem  in 
public  health  or  made  any  discovery  in  medicine  or 
surgery”  or  such  contribution  to  the  science  of  med- 
icine. The  recipient  of  this  award  will  be  selected  by  a 
five-man  secret  committee.  Nominations  for  this  award 
are  to  be  made  by  component  county  medical  societies 
and  all  nominations  must  be  accompanied  by  support- 
ing biographical  data  and  received  at  MAG  Head- 
quarters Office  no  later  than  two  weeks  prior  to  the 
opening  of  the  Annual  Session.  If  no  nominations  and 
supporting  data  are  received,  no  award  will  be  made. 
No  nominations  for  this  award  may  be  made  from  the 
floor.  If  given,  this  award  will  be  presented  at  the  An- 
nual Banquet,  Saturday  evening.  May  13.  By  custom 
this  award  has  usually  gone  to  a Georgia  physician. 
However,  this  is  not  required  by  the  terms  of  the  letter 


OTHER  EVENTS 

GEORGIA  MEDICAL  POLITICAL  ACTION 
COMMITTEE  BOARD  OF  DIRECTORS 
MEETING 

Friday,  May  12 

7:30  Breakfast  and  Meeting 
Wisteria  Room,  Hilton 

MEDICAL  COLLEGE  OF 
GEORGIA  FOUNDATION,  INC. 

Saturday,  May  13 

12:00  Luncheon 

Dogwood  Room,  Hilton 

PRAYER  BREAKFAST  SPONSORED  BY 
MAG  COMMITTEE  ON  MEDICINE  AND 
RELIGION 

Sunday,  May  14 

7 : 00  Prayer  Breakfast 

Elm-Cherry  Rooms,  Hilton 


RECIPIENTS  OF  MAG  AWARDS 


from  Governor  Hardman  establishing  this  award. 

DISTINGUISHED  SERVICE— The  Distinguished 
Service  Award  is  presented  for  distinguished  and  meri- 
torious service  which  reflects  credit  and  honor  on  the 
Association.  Nominations  for  this  award  should  be 
made  by  component  county  medical  societies  and  must 
be  received  at  the  MAG  Headquarters  Office  no  later 
than  two  weeks  prior  to  the  opening  of  the  Annual 
Session.  They  must  be  accompanied  by  biographical 
data  supporting  the  nomination.  The  recipient  will  be 
selected  by  a five-man  secret  committee  and  presenta- 
tion will  be  made  on  Sunday,  May  14,  9:00  a.m.,  at  the 
final  General  Session. 

CERTIFICATE  OF  APPRECIATION— Recipients 
of  Certificates  of  Appreciation  will  be  selected  jointly 
by  the  MAG  Committee  on  Awards,  Executive  Com- 
mittee and  Council.  These  will  be  presented  on  Sunday, 
May  14,  at  9:00  a.m.,  at  the  final  General  Session. 

CIVIC  ENDEAVOR  AWARD — This  is  a new  award, 
presented  for  the  first  time  at  the  1969  Annual  Session, 
and  will  be  given  pursuant  to  an  action  taken  by  the 
1968  House  of  Delegates  in  Augusta.  This  award  is  to 
be  given  for  outstanding  public  service  and  participa- 
tion in  civic  activities.  Component  county  medical  so- 
cieties are  invited  to  make  nominations  for  this  award 
supported  by  appropriate  data  which  must  be  received 
at  the  MAG  Headquarters  Office  at  least  two  weeks  in 
advance  of  the  Annual  Session.  The  recipient  of  this 
award  will  be  selected  by  a three-man  secret  committee, 
who  shall  determine  if  the  nominees  meet  the  require- 
ments of  the  resolution  which  created  this  award.  Pre- 
sentation will  be  made  at  the  Annual  Banquet,  Saturday 
evening.  May  13. 
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Womans  Auxiliary 
to  the 

Medical  Association 
of  Georgia 

47th  Annual  Convention 


PRESIDENT’S  GREETING 

As  YOUR  President,  I am  delighted  to  welcome 
each  one  of  you  to  our  47th  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  Medical  Association 
of  Georgia. 

Macon  is  a city  of  hospitality,  and  the  Bibb 
County  Medical  Auxiliary  has  worked  tirelessly  to 
make  this  convention  a Season  of  Hospitality,  South- 
ern Style. 

It  is  my  sincere  desire  that  together  we  will  experi- 
ence the  joys  of  accomplishment  and  fellowship  in 
our  past  year’s  efforts  to  “Accelerate  Awareness  into 
Action.” 

Sincerely, 

Mrs.  George  W.  Statham,  President 
Woman’s  Auxiliary  to  the 
Medical  Association  of  Georgia 


WELCOME  TO  MACON 

The  Woman’s  Auxiliary  to  the  Bibb  County  Med- 
ical Society  considers  it  a real  privilege  and  pleasure 
to  be  the  hostess  for  the  47th  Annual  Convention 
for  the  Woman’s  Auxiliary  to  the  Medical  Associa- 
tion of  Georgia. 

We  have  anticipated  your  visit  with  much  en- 
thusiasm and  with  many  months  of  planning.  We 
hope  you  will  join  in  the  social  as  well  as  the  busi- 
ness activities.  If  anyone  desires  more  information 
about  Middle  Georgia  facilities,  resources,  or  histor- 
ical points,  please  contact  me  and  I will  be  glad  to 
give  you  any  aid  or  assistance  I can. 

We  are  very  proud  of  our  “Heart  of  Georgia” 
city  and  hope  Macon  will  not  be  too  big  for  the 
“Country  Doctor”  or  too  small  for  the  “City  Shcker.” 
Y’aU  come, 

Mrs.  Richard  L.  Hanberry,  President 
Woman’s  Auxiliary  to  the 
Bibb  County  Medical  Society 
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THE  PROGRAM 


THURSDAY,  MAY  11 

9:00  Registration  and  Information 

to  Lobby 

5 : 00  Hilton  Hotel 

1 0 ; 00  Hospitality  and  Exhibits 

to  Lobby  Lounge 

5 : 00  Hilton  Hotel 

2:00  Pre-Convention  Executive  Board 
to  Meeting 

4 : 00  Magnolia  Room 

Hilton  Hotel 

PRESIDING — Mrs.  George  W.  Stat- 
HAM,  Atlanta,  President,  Woman’s  Aux- 
iliary to  the  Medical  Association  of 
Georgia 

INVOCATION — Mrs.  Paul  T.  Scoggins, 
Commerce,  Ninth  District  Councilor  and 
President,  Jackson-Banks  Medical  Aux- 
iliary 

PLEDGE  OF  LOYALTY  AND  COL- 
LECT— Mrs.  Maxwell  J.  Sweat,  Jr., 
Albany,  State  Chairman,  Home-Centered 
Health  Care 

INTRODUCTION  OF  PAST  PRESI- 
DENTS— Mrs.  a.  Worth  Hobby,  At- 
lanta, Past  President 

4:00  Adjournment 

4:30  Social  Hour  for  1972-73  County 
Presidents  and  Presidents-Elect 

Penthouse  Parlor,  Number  1716 
Hilton  Hotel 

FRIDAY,  MAY  12 

8 : 00  Registration  and  Information 

to  Lobby 

5:00  Hilton  Hotel 

8 : 00  Hospitality  and  Exhibits 

to  Lobby  Lounge 

5 : 00  Hilton  Hotel 

9:00 
to 

10:00 


REPORT  OF  WOMAN’S  AUXILIARY 
TO  MAG — Mrs.  George  W.  Statham, 
Atlanta,  President 

GREETINGS  FROM  THE  WOMAN’S 
AUXILIARY  TO  AMA— Mrs. 

G.  Prentiss  Lee,  Portland,  Oregon, 
President 

10:30  Auxiliary  General  Meeting 

to  Ballroom 
12:00  Idle  Hour  Country  Club 

10:30  Call  to  Order 

Mrs.  George  W.  Statham,  Atlanta, 
President 

INVOCATION— Mrs.  W.  P.  Rhyne,  Al- 
bany, Past  President 

PLEDGE  OF  ALLEGIANCE  TO  FLAG 
— Mrs.  D.  R.  Mahan,  Jr.,  Rocky  Face, 
President,  W hi  tfield-M  array  County 
Medical  Auxiliary 

PLEDGE  OF  LOYALTY  AND  COL- 
LECT— Mrs.  Charles  E.  Finney, 
Leesburg,  President,  Dougherty  County 
Medical  Auxiliary 

ADDRESS  OF  WELCOME— Mrs.  Rich- 
ard L.  Hanberry,  Jr.,  Macon,  Presi- 
dent, Bibb  County  Medical  Auxiliary 
RESPONSE  TO  WELCOME— Mrs. 
Luther  B.  Otken,  Augusta,  President, 
Richmond  County  Medical  Auxiliary 
PRESENTATION  OF  CONVENTION 
PLANS — Mrs.  Ralph  G.  Newton,  Jr., 
Macon,  Convention  Chairman 
INTRODUCTION  OF  PAGES  FOR  THE 
DAY — Mrs.  Charles  Duggan,  Macon 
INTRODUCTION  OF  PAST  PRESI- 
DENTS AND  GUESTS— Mrs.  James 

H.  Manning,  Marietta,  Past  President, 
Vice  Councilor  to  Southern  Medical 
A uxiliary 

GREETINGS 


MAG  First  General  Session 

Ballroom 
Hilton  Hotel 

(All  MAG  and  Auxiliary  Members  and 
Guests  Invited) 

PRESIDING — W.  C.  Mitchell,  M.D., 
Smyrna,  President 


PRESIDENT  OF  MAG— W.  C.  Mitch- 
ell, M.D.,  Smyrna 

PRESIDENT-ELECT  OF  MAG— F.  W. 
Dowda,  M.D.,  Atlanta 

Introduction  of  Guest  Speaker 

Mrs.  John  G.  Bates,  Cuthbert,  First 
Vice  President 
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ADDRESS — Mrs.  G.  Prentiss  Lee,  Port- 
land, Oregon,  President,  Woman’s  Aux- 
iliary to  AM  A 

Business  Session 

(All  reports  limited  to  two  minutes) 
CONVENTION  RULES  OF  ORDER— 
Mrs.  S.  William  Clark,  Jr.,  Waycross, 
Parliamentarian  and  Past  President 
ROLL  CALL  AND  MINUTES— Mrs. 
Milton  F,  Bryant,  Atlanta,  Recording 
Secretary 

TREASURER’S  REPORT— (Including 

Auditor’s  Report) — Mrs.  George  Har- 
rison, Marietta,  Treasurer 
REPORT  OF  ADVISORY  COMMITTEE 
TO  THE  WOMAN’S  AUXILIARY  TO 
MAG — F.  G.  Eldridge,  M.D.,  Val- 
dosta, Chairman 

PRESIDENT’S  REPORT— Mrs.  George 
W.  Statham,  Atlanta 

PRESIDENT-ELECT’S  REPORT— Mrs. 

Cliff  Moore,  Jr.,  Rome 
ADDENDUM  REPORTS— State  Officers 
and  Chairmen  (Complete  reports  are 
published  in  the  1971-72  Annual  Re- 
port Book) 

RECOMMENDATIONS  FROM  THE 
EXECUTIVE  BOARD— Mrs.  Milton 
F.  Bryant,  Atlanta 

REPORT  OF  REVISION  COMMITTEE 
— Mrs.  Louie  H.  Griffin,  Claxton, 
Chairman 

REPORT  OF  THE  CREDENTIALS 
COMMITTEE^ — Mrs.  Benjamin  Bash- 
inski,  Jr.,  Macon 
ANNOUNCEMENTS 

12:00  Recess  of  Session 

1 2 : 00  Hospitality  Hour 

Formal  Parlor 
Idle  Hour  Country  Club 
HONORING — Mrs.  G.  Prentiss  Lee, 
President,  Woman’s  Auxiliary  to  the 
AMA  and  Mrs.  Christopher  McCon- 
nell, Atlanta,  President,  Woman’s  Aux- 
iliary to  SAM  A 

1 :00  Luncheon  and  Fashion  Show 

Ballroom 

Idle  Hour  Country  Club 
PRESIDING — Mrs.  George  W.  Stat- 
ham, Atlanta,  President 
INVOCATION— Mrs.  John  T.  Leslie, 
Avondale  Estates,  Past  President 


INTRODUCTION  OF  PAST  PRESI- 
DENTS AND  GUESTS— Mrs.  Ralph 
H.  Chaney,  Augusta,  Past  President 

2:15  Tour  and  Tea 

to  Transportation  from  Idle  Hour  Country 
5:00  Club 

Evening 

6 : 30  Alumni  Receptions  and  Dinners  and 
to  Other  Alumni  Functions 

9 : 00  ( See  MAG  Program ) 

SATURDAY,  MAY  13 

8 : 00  Registration  and  Information 

to  Lobby 

5:00  Hilton  Hotel 

8:00  Past  Presidents’ Breakfast  (Dutch) 

Hilton  Hotel 

Penthouse  Parlor,  Number  1716 
PRESIDING — Mrs.  Charles  R.  Smith, 
Columbus,  Past  President 

8:00  Hospitality  and  Exhibits  Room 

to  Lobby  Lounge 

5:00  Hilton  Hotel 

9 : 30  Auxiliary  General  Meeting 

to  Ballroom 

12 :30  Hour  Country  Club 

Call  to  Order 

Mrs.  George  W.  Statham,  Atlanta, 
President 

INVOCATION— Mrs.  David  E.  Tanner, 
Savannah,  President,  Georgia  Medical 
A uxiliary 

PLEDGE  OF  ALLEGIANCE  TO  FLAG 
— Mrs.  Ohlen  R.  Wilson,  Alma, 
President,  Ware  County  Medical  Aux- 
iliary 

PLEDGE  OF  LOYALTY  AND  COL- 
LECT— Mrs.  Garland  P.  Bennett, 
Jr.,  Atlanta,  President,  DeKalb  County 
Medical  Auxiliary 

MEMORIAL  SERVICE — Mrs.  Milford 
B.  Hatcher,  Macon 

INTRODUCTION  OF  PAGES  FOR  THE 
DAY — Mrs.  Charles  Duggan,  Macon 
INTRODUCTION  OF  PAST  PRESI- 
DENTS AND  GUESTS— Mrs.  John  | 
Meier,  Albany,  Past  President  |j 

CONVENTION  ANNOUNCEMENTS—  J 
Mrs.  Theodore  Atkinson,  Macon, » 
Convention  Co-Chairman  | 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


md  £fud6X’  (nuorouradO 

5%  cream  can  resolve  it. 


all  it  actinic,  solar  or  senile  keratoses, 
lany  regard  it  as  “precancerous.”*’^ 

opical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
l ivance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
I an  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
ition  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
jfudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
ons  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions, 

Tsual  duration  of  therapy,  2 to  4 weeks. 

;udies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
iration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
lorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
sed,  significant  numbers  of  lesions  recurred.^ 

Yeats  the  lesions  you  can’t  see,  too. 

umerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
imained  relatively  unaffected. ^ The  early  eradication  of  these  subclini- 
il  lesions  (which  may  otherwise  have  undergone  further  progression) 
robably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
atients  treated  with  topical  fluorouracil— especially  with  5% 
mcentrations.e 

low  to  identify  solar  keratoses. 

typically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
apule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
re  the  rule. 

Yedictable  therapeutic  response. 

he  response  to  a typical  course  of  Efudex  therapy  is  usually 
aaracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
egins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
) intense  inflammatory  response,  scaling  and  occasionally  moderate 
mderness  or  pain.  The  height  of  this  response  generally  occurs  two 
?eeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
i stopped.  Within  two  weeks  of  discontinuing  medication,  the 
iflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
e biopsied. 


i nferences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
llrune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
j Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
'‘harmaceutical  Therapeutics  in  Dermatology,  Springfield,  ill.,  Charles  C Thomas,  1968, 
. 92.  3.  Belisario,  J.  C.:  Cutis,  6:293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  37:14,  1968. 

. Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
lein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications : Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions;  Local— pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent ; also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 


(fluorouracil) 

cream/solution 


Iiitrodiictioii  of  Guest  Speaker 

Mrs.  Perry  M.  White,  Atlanta,  Coun- 
cilor to  Southern  Medical  Auxiliary 
ADDRESS — Mrs.  Raymond  E.  Jones, 
Louisville,  Kentucky,  President,  Wom- 
an’s Auxiliary  to  the  Southern  Medical 
Association 

Business  Session 

READING  OF  MINUTES— Mrs.  Milton 
F.  Bryant,  Atlanta,  Recording  Secretary 
REPORT  OF  THE  REVISION  COM- 
MITTEE— Mrs.  Louie  H.  Griffin, 
Claxton,  Chairman 

REPORT  OF  THE  BUDGET  AND  FI- 
NANCE COMMITTEE— Mrs.  James 
C.  Roper,  Jasper,  Chairman 
REPORT  OF  THE  RESOLUTIONS 
COMMITTEE— Mrs.  Fred  O.  Kess- 
ler, Jr.,  Savannah,  Chairman,  First 
District  Councilor 

REPORT  OF  THE  CREDENTIALS 
COMMITTEE — Mrs.  Benjamin  Ba- 
SHiNSKi,  Jr.,  Macon,  Chairman 
REPORT  OF  COURTESY  COMMITTEE 
— Mrs.  John  M.  Anderson,  Atlanta, 
President,  Medical  Association  of  At- 
lanta Auxiliary 

REPORT  OF  THE  AWARDS  COMMIT- 
TEES 

Achievement  Award — Mrs.  Milton  B. 

Satcher,  Jr.,  Atlanta,  Chairman 
AMA-ERF  Awards — Mrs.  James  H. 

Sullivan,  Columbus,  Chairman 
Doctor’s  Day  Awards — Mrs.  Charles 
M.  Ward,  Dawson,  Chairman 
Health  Careers  Awards — Mrs.  David  L. 

Morgan,  Decatur,  Chairman 
Marie  S.  Burns  Safety  Award — Mrs. 

Robert  M.  Fine,  Atlanta,  Chairman 
Mrs.  James  Bonner  White  Scrapbook 
Awards — Mrs.  Henry  D.  Scoggins, 
Augusta,  Chairman 

James  N.  Brawner,  Sr.,  M.D.  Awards  for 
Excellence — Mrs.  Charles  R.  Smith, 
Atlanta,  Chairman 

(Winners  of  Awards  will  please  remain 
in  Ballroom  after  Adjournment  for 
official  photographs) 

REPORT  OF  MAG  CONVENTION— 
Preston  D.  Ellington,  M.D.,  Augusta, 
Chairman,  MAG  Annual  Sessions  Com- 
mittee 

REPORT  FROM  SOUTHERN  MED- 
ICAL AUXILIARY — Mrs.  Perry  M. 
White,  Atlanta,  Councilor 


REPORT  OF  NOMINATING  COMMIT- 
TEE— Mrs.  Charles  R.  Smith,  At- 
lanta, Chairman 
ELECTION  OF  OFFICERS 
INSTALLATION  OF  OFFICERS— Mrs. 
G.  Prentiss  Lee,  Portland,  Oregon, 
President,  Woman’s  Auxiliary  to  AMA 
INAUGURAL  ADDRESS  AND  AN- 
NOUNCEMENTS OF  1972-73  STATE 
CHAIRMEN — Mrs.  Cliff  Moore,  Jr.. 
Rome,  President 

PRESENTATION  OF  PAST  PRESI- 
DENT’S PIN — Mrs.  Charles  R.  Smith, 
Atlanta 

ANNOUNCEMENTS 

12:30  Adjournmeiit 

12:30  Hospitality  Hour 

Formal  Parlor 
Idle  Hour  Country  Club 
HONORING — Mrs.  Cliff  Moore,  Jr.. 
Rome.  President,  Woman’s  Auxiliary  to 
MAG 

Mrs.  Raymond  E.  Jones,  Louisville. 
Kentucky,  President,  Woman’s  Auxiliary 
to  the  Southern  Medical  Association 

1 : 00  Luncheon 

to  Ballroom 
2:00  idle  Hour  Country  Club 

PRESIDING — Mrs.  Cliff  Moore.  Jr.. 
Rome,  President 

INVOCATION — Mrs.  Louie  H.  Griffin. 

Claxton,  Past  President 
ENTERTAINMENT  BY  ‘THE  SAFETA- 
STICKS” 

2:00  Suggested  Activity 
to  MAG  General  Meeting 
5:00  Ballroom 

Hilton  Hotel 

“MANAGEMENT  OF  SYPHILIS  AND 
GONORRHEA” — William  J.  Brown. 
M.D.,  Atlanta 

“SEX  IN  SCHOOLS”— Melvin  Anchell, 
M.D.,  Los  Angeles,  California 
“DYNAMICS  OF  VIOLENCE”— Jan 
Alan  Fawcett.  M.D.,  Chicago.  Illinois 

4:30  Social  Hour  for  1971-72  and  1972- 
73  State  Chairmen 

Penthouse  Parlor,  Number  1716 
Hilton  Hotel 

PRESIDING — Mrs.  Cliff  Moore.  Jr.. 
Rome.  President 
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6:30 

Bibb  County  Medical  Society  Social 

8:00 

Hour 

to 

(All  MAG  Members,  Their  Wives,  and 

12:00 

Exhibitors  Invited ) 
Elm-Mulberry  Rooms 

9:00 

Hilton  Hotel 

to 

12:00 

8:00 

Annual  Banquet 

Ballroom 
Hilton  Hotel 

SUNDAY,  MAY  14 

7:00 

MAG  Prayer  Breakfast 

9:00 

to 

Elm-Cherry  Rooms 

to 

8:00 

Hilton  Hotel 

(Auxiliary  members  invited) 

12:00 

8:00 

Registration  and  Information 

to 

Lobby 

12:00 

Hilton  Hotel 

Hospitality  and  Exhibits 

Lobby  Lounge 
Hilton  Hotel 

Post-Convention  Executive  Board 
Breakfast  and  School  of  Instruction 

Coliseum  Park  Hospital 
Macon 

PRESIDING — Mrs.  Cliff  Moore,  Jr., 
Rome,  President 

INVOCATION — Mrs.  J.  M.  Waldrep, 
Rome 

MAG  Final  General  Session 

Ballroom 
Hilton  Hotel 

(All  MAG  and  Auxiliary  Members  and 
Guests  Invited) 

PRESENTATION  OF  AWARDS 
ELECTION  AND  INSTALLATION  OF 
OFFICERS 


WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  ASSOCIATION  OF 
GEORGIA-1971-1972 


Officers 

President  Mrs.  George  W.  Statham 

The  Paces,  148  Bocage  Walk,  N.W.,  Atlanta,  Georgia  30305 

President-Elect  Mrs.  Cliff  Moore,  Jr. 

115  Saddle  Mountain  Road,  Rome,  Georgia  30161 

First  Vice-President Mrs.  John  G.  Bates 

515  Court  Street,  Cuthbert,  Georgia  31740 

Second  Vice-President  . Mrs.  Jack  B.  Lindley 

945  Milledge  Road,  Augusta,  Georgia  30904 
Third  Vice-President  . . Mrs.  Perry  M.  White 

1547  Cave  Road,  N.W.,  Atlanta,  Georgia 
Recording  Secretary  Mrs.  Milton  F.  Bryant 

3569  Dumbarton  Road,  N.W.,  Atlanta,  Georgia  30327 

Corresponding  Secretary  Mrs,  David  L,  Morgan 

2295  Sagamore  Hills  Drive,  Decatur,  Georgia  30033 

Treasurer Mrs.  George  Harrison 

576  Pickett  Road,  S.W.,  Marietta.  Georgia  30060 

Historian Mrs.  John  L.  Hobson 

4003  Riverside  Drive,  Brunswick,  Georgia  31520 

Parliamentarian Mrs.  S.  William  Clark,  Jr. 

1409  Satilla  Boulevard,  Waycross,  Georgia  31501 

1971-72  State  Committee  Chairmen 
Auxiliary  Activities  Division 

AMA-ERF  Mrs.  James  H.  Sullivan 

2519  Craigston  Drive,  Columbus,  Georgia  31906 

AMA-ERF  (Co-chairman)  . . Mrs.  Roy  W.  Vandiver 

4079  Indian  Lake  Circle,  Stone  Mountain,  Georgia  30083 

Health  Careers Mrs.  David  L.  Morgan 

2295  Sagamore  Hills  Drive,  Decatur,  Georgia  30033 
Health  Careers  (Co-chairman)  Mrs.  C.  A.  N.  Rankine 

375  Brentwood  Drive,  N.E.,  Atlanta,  Georgia  30305 

Health  Careers  (Co-chairman)  Mrs.  Paul  W.  Lucas 

617  Wilson  Street,  Tilton,  Georgia  31794 

Legislation  Mrs.  Perry  M.  White 

1547  Cave  Road,  N.W.,  Atlanta,  Georgia  30327 

International  Health  Mrs.  J.  M.  Waldrep 

201  Greenview  Road,  Rome,  Georgia  30161 


Community  Health  Activities  Division 

Health  Education  and  Resource  Mrs.  William  J.  Branan,  Jr. 

2592  River  Oak  Drive,  Decatur,  Georgia  30033 
Health  Education  and  Resource 

(Co-chairman)  Mrs.  William  J.  Pendergrast 

3398  Briarcliff  Road,  N.E.,  Atlanta,  Georgia  30345 

Community  Health Mrs.  Jack  L.  Crews 

402  West  Lake  Drive,  Carrollton,  Georgia  30117 

Children  and  Youth  Mrs.  Norman  B.  Pursley 

3427  Old  Savannah  Road,  Augusta,  Georgia  30906 

Environmental  Health Mrs.  J.  Robert  Logan 

30  E.  51st  Street,  Savannah,  Georgia  31405 

Home-Centered  Health  Care  Mrs.  Maxwell  J.  Sweat,  Jr. 

2609  Doublegate  Drive,  Albany,  Georgia  31701 
Home-Centered  Health  Care 

(Co-chairman)  MRS.  Stanley  P.  Aldridge 

1832  Castleway  Lane,  N.E.,  Atlanta,  Georgia  30329 

Mental  Health Mrs.  Russell  E.  Andrews,  Jr. 

Route  6,  Kingston  Road,  Rome,  Georgia  30161 

Rurcd  Health  Mrs.  Emory  W.  Holloway,  Jr. 

180  Parkview  Drive,  Commerce,  Georgia  30529 


Awards  Committees 


Safety-Disaster  Preparedness  Mrs.  Robert  M.  Fine 

2025  Breckenridge  Drive,  N.E.,  Atlanta,  Georgia  30329 

Achievement  Awards  Mrs.  Milton  B.  Satcher,  Jr. 

1171  West  Paces  Ferry  Road,  N.W.,  Atlanta,  Georgia  30327 
James  N.  Brawner,  Sr.,  M.D.,  Trophy  . . Mrs.  Charles  R.  Smith 
Biscayne  Apartments,  Biscayne  Drive,  N.W.,  Atlanta,  Georgia  30309 

Scrapbook  Awards  MRS.  Henry  D.  Scoggins 

3107  Vassar  Drive,  Augusta,  Georgia  30904 
Marie  S.  Burns  Safety  Award  MRS.  Robert  M.  Fine 

2025  Breckenridge  Drive,  N.E.,  Atlanta,  Georgia  30329 

Health  Careers  Awards  MRS.  Ivan  L.  Peacocke 

1821  Angelique  Drive,  Decatur,  Georgia  30033 
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Internal  Affairs  Committees 

Archives  Mrs.  Roy  G.  Duncan 

509  Heyward  Circle,  N.W.,  Marietta,  Georgia  30060 

Budget  and  Finance  MRS.  C.  James  Roper 

992  South  Main  Street,  Jasper,  Georgia  30143 

Bylaws  and  Revisions  Mrs.  Louie  H.  Griffin 

Box  547,  Claxton,  Georgia  30417 

Convention  Mrs.  Ralph  G.  Newton 

2848  S.  Hilandale  Circle,  Macon,  Georgia  31204 

Crawford  fF.  Long  Stationery  Mrs.  Hayward  S.  Phillips 

1082  Bertram  Road,  Augusta,  Georgia  30904 

Doctor’s  Day  Mrs.  Charles  M.  Ward 

Box  203,  Dawson,  Georgia  31742 

Editorial  (Pulse  Line} 

and  Public  Relations  Mrs.  Henry  D.  Meaders 

244  Seminole  Drive,  N.E.,  Marietta,  Georgia  30060 

Membership  Mrs.  John  G.  Bates 

515  Court  Street,  Cuthbert,  Georgia  31740 

Membership-At-Large  Mrs.  James  F.  Kirkpatrick,  Jr. 

113  Carolina  Drive,  Tifton,  Georgia  31794 

Program  Mrs.  Jack  B.  Lindley 

945  Milledge  Road,  Augusta,  Georgia  30904 

Program  Development  Mrs.  Cliff  Moore,  Jr. 

115  Saddle  Mountain  Road,  Rome,  Georgia  30161 

Research  and  Romance  of  Medicine Mrs.  Horace  H.  Osborne 

3609  Nassau  Drive,  Augusta,  Georgia  30904 

William  R.  Dancy,  M.D. 

Student  Loan  Fund Mrs.  William  N.  Agostas 

2302  Overton  Road,  Augusta,  Georgia  30904 
William  R.  Dancy,  M.D.,  Student 

Loan  Fund  (Co-chairman)  Mrs.  Harry  B.  O’Rear 

3069  Hillsdale  Drive,  Augusta,  Georgia  30904 

WA-SAMA  Liaison Mrs.  Philip  Bartholomew 

2063  Street  De  Ville,  N.E.,  Atlanta,  Georgia  30329 
WA-SAMA  Liaison  (Co-chairman)  . Mrs.  Zachary  M.  Kilpatrick 
2706  Hill  Crest  Avenue,  Augusta,  Georgia  30904 

GaMPAC  Representative  Mrs.  Luther  M.  Vinton,  Jr. 

1043  Lakeshore  Drive,  Avondale  Estates,  Georgia  30002 


Councilor  to  Southern  Medical  Association 

Mrs.  Perry  M.  White 

1547  Cave  Road.  N.W.,  Atlanta,  Georgia  30327 

District  Councilors 


First  District — Mrs.  Fred  O.  Kessler,  Jr 526  E.  53rd  Street, 

Savannah,  Georgia  31405 
Second  District — Mrs.  T.  Gray  Fountain  . . 4001  Old  Dawson  Road, 

Albany,  Georgia  31701 

Third  District — Mrs.  Clayton  Taylor  2710  Auburn  Avenue, 

Columbus,  Georgia  31906 

Sixth  District — Mrs.  Jule  C.  Neal,  Jr 1419  Briarcliff  Road, 

Macon,  Georgia  31204 

Seventh  District — Mrs.  William  Hyden  Trion,  Georgia  30753 

Eighth  District — Mrs.  Joseph  Raymond  Martinez 

701  City  Boulevard  . Waycross,  Georgia  31501 

Ninth  District — Mrs.  Paul  T.  Scoggins  . . 222  Washington  Avenue. 

Commerce,  Georgia  30529 

Tenth  District — Mrs.  Stephen  Mulherin  2233  Kings  Way, 

Augusta,  Georgia  30904 


Advisory  Committee  from  the 
Medical  Association  of  Georgia 


F.  G.  Eldridge,  M.D.,  Chairman  Doctors  Building, 

Valdosta,  Georgia  31603 

W.  C.  Mitchell,  M.D.,  Ex-Officio  Mitchell  Building, 

Smyrna,  Georgia  30080 

F.  W.  Dowda,  M.D.,  Ex-Officio  490  Peachtree  Street,  N.E., 

Atlanta,  Georgia  30308 

Braswell  E.  Collins,  M.D.,  AMA-ERF  Liaison  800  First  Street, 

Macon,  Georgia  31204 

George  W.  Statham,  M.D 341  West  Ponce  de  Leon  Avenue, 

Decatur,  Georgia  30030 

S.  W.  Clark.  Jr.,  M.D P.O.  Box  951. 

Waycross,  Georgia  31501 

Cliff  Moore,  Jr.,  M.D 304  East  Second  Street, 

Rome,  Georgia  30161 

Charles  E.  Bohler,  M.D Box  8. 

Brooklet,  Georgia  30415 

Floyd  R.  Sanders,  M.D 603  Church  Street. 

Decatur,  Georgia  30030 

The  Medical  Association  of  Georgia 
Related  Committees 


Blood  Banks Lee  Howard,  Jr.,  M.D.,  Chairman 

P.O.  Box  3036,  Savannah,  Georgia  31403 

Cancer Hoke  Wammock,  M.D.,  Chairman 

West  Georgia  Cancer  Clinic,  LaGrange,  Georgia  30240 

Communications F.  G.  Eldridge,  M.D.,  Chairman 

Doctors  Building,  Valdosta,  Georgia  31603 

Crippled  Children Harry  R.  Foster,  M.D.,  Chairman 

7494  Covington  Highway,  Lithonia,  Georgia  30058 

Ecology  John  Kirk  Train,  M.D.,  Chairman 

1107  Bull  Street,  Savannah,  Georga  31401 

Education  John  Rhodes  Haverty,  M.D.,  Chairman 

33  Gilmer  Street,  S.E.,  Atlanta,  Georgia  30303 
Subcommittee  on  Allied  Health  John  T.  Godwin,  M.D.,  Chairman 
265  Ivy  Street,  N.E.,  Atlanta,  Georgia  30308 

Historical  Milford  B.  Hatcher,  M.D.,  Chairman 

781  Spring  Street,  Macon,  Georgia  31201 


Legislation  J.  Frank  Walker,  M.D.,  Chairman  (National) 

1293  Peachtree  Street,  N.E.,  Atlanta,  Georgia  30309 
Harrison  L.  Rogers,  M.D.,  Chairman  (State) 
1293  Peachtree  Street,  N.E.,  Atlanta,  Georgia  30309 

Mental  Health A.  S.  Yochem,  M.D.,  Chairman 

1970  Cliff  Valley  Way,  N.E.,  Atlanta,  Georgia  30329 

Rural  Health  Irving  D.  Hellenga,  M.D.,  Chairman 

Toccoa,  Georgia 

School  Child  Health  Fred  L.  Allman,  M.D.,  Chairman 


33  North  Avenue,  N.E.,  Atlanta,  Georgia  30308 

Past  Presidents  and  Conventions 


Honorary  President  for  Life 

Mrs.  Eustace  A.  Allen,  Atlanta 
Mrs.  Ralph  H.  Chaney,  Augusta 

1924 —  Augusta  (Organization) — Mrs.  C.  W.  Roberts,  Atlanta 
(Deceased),  Temporary  Chairman 

1925 —  Atlanta — Mrs.  James  N.  Brawner,  Sr.,  Atlanta  (Deceased) 

1926 —  Albany — Mrs.  William  H.  Myers,  Savannah 

1927 —  Athens — Mrs.  C.  W.  Roberts,  Atlanta  (Deceased) 

1928 —  Savannah — Mrs.  Paul  Holiday  (Mrs.  J.  C.  Moore,  Gaffney, 
S.C.) 

1929 —  Macon — Mrs.  Charles  C.  Hinton,  Macon 

1930 —  Augusta — Mrs.  Marion  T.  Benson,  Atlanta  (Deceased) 

1931 —  Macon — Mrs.  Charles  C.  Harrold,  Macon  (Deceased) 

1932—  Savannah — Mrs.  Ralston  Lattimore,  Savannah 

1933 —  Macon — Mrs.  S.  T.  R.  Revell,  Louisville 

1934 —  Augusta — Mrs.  J.  Bonar  White,  Atlanta  (Deceased) 

1935 —  Atlanta — Mrs.  J.  E.  Penland,  Waycross 

1936 —  Savannah — Mrs.  Ernest  R.  Harris,  Winder  (Deceased) 

1937 —  Macon — Mrs.  William  R.  Dancy,  Savannah 

1938 —  Augusta — Mrs.  Ralph  H.  Chaney,  Augusta 

1939 —  Atlanta — Mrs.  Warren  A.  Coleman,  Eastman 

1940 —  Savannah — Mrs.  Eustace  A.  Allen,  Atlanta 

1941 —  Macon — Mrs.  H.  G.  Bannister,  Ila 

1942 —  Augusta — Mrs.  Lee  Howard,  Savannah 

1943 —  Atlanta — Mrs.  J.  Lon  King,  Macon 

1944 —  Savannah — Mrs.  Ohn  S.  Cofer,  Atlanta 

1945 —  No  Convention 

1946 —  Macon — Mrs.  W.  T.  Randolph,  Winder 

1947 —  Augusta — Mrs.  W.  Bruce  Schaefer,  Toccoa 

1948 —  Atlanta— Mrs.  W.  G.  Elliott,  Cuthbert 

1949 —  Savannah — Mrs.  S.  A.  Anderson,  Atlanta 

1950 —  Macon — Mrs.  J.  Harry  Rogers,  Atlanta 

1951 —  Augusta — Mrs.  Lehman  W.  Williams,  Savannah 

1952 —  Atlanta — Mrs.  J.  R.  S.  Mays,  Macon 

1953 —  Savannah — Mrs.  Ralph  W.  Fowler,  Marietta  (Deceased) 

1954 —  Macon — Mrs.  Leo  Smith.  Waycross 

1955 —  Augusta — Mrs.  Shelley  C.  Davis,  Atlanta 

1956 —  Atlanta — Mrs.  Robert  C.  Major,  Augusta 

1957 —  Savannah — Mrs.  Walker  L.  Curtis,  College  Park 

1958 —  Macon — Mrs.  John  L.  Elliott.  Savannah 

1959 —  Augusta — Mrs.  Luther  H.  Wolff,  Columbus 

1960 —  Columbus — Mrs.  Remer  Y.  Clark,  Marietta 

1961 —  Atlanta — Mrs.  W.  P.  Rhyne,  Albany 

1962 —  Savannah — Mrs.  A.  Worth  Hobby.  Atlanta 

1963 —  Jekyll  Island — Mrs.  E.  W.  Waldemayer,  Chamblee 

1964 —  Macon — Mrs.  John  E.  Porter,  Savannah 

1965 —  Augusta — Mrs.  John  T.  Leslie.  Avondale  Estates 

1966 —  Columbus — Mrs.  Louie  H.  Griffin.  Sr.,  Claxton 

1967 —  Atlanta — Mrs.  John  Meier,  Albany 

1968 —  Augusta — Mrs.  James  H.  Manning,  Marietta 

1969 —  Savannah — Mrs.  Hayward  S.  Phillips,  Augusta 

1970 —  Jekyll  Island — Mrs.  S.  Wm.  Clark,  Jr.,  Waycross 

1971 —  Atlanta — Mrs.  Charles  R.  Smith.  Atlanta 


County  Presidents  and  Presideiits-Elect 

1971-1972 


Baldwin  President.  Mrs.  William  R.  Howard 

P.O.  Box  1022,  Milledgeville,  Georgia  31061 
President-Elect,  Mrs.  Pedro  Tamayo 
Central  State  Hospital.  Milledgeville,  Georgia  31061 

Bibb  President,  Mrs.  Richard  L.  Hanberry,  Jr. 

2810  Ingleside  Avenue,  Macon,  Georgia  31204 
President-Elect,  Mrs.  Robert  S.  McMichael 
753  Fair  Oaks  Drive,  Macon,  Georgia  31204 

Carroll-Douglas-Haralson President,  Mrs.  Joe  E.  Parrish 

1668  Maple  Street,  Carrollton,  Georgia  30117 
President-Elect,  Mrs.  W.  S.  Gresham 
Bowdon,  Georgia  30108 

Cherokee-Pickens President,  Mrs.  L.  A.  Flint 

Butterworth  Road,  Canton,  Georgia  30114 
President-Elect — ( None  ) 

Cobb President,  Mrs.  Leonard  Brown 

1050  Mountain  Creek  Trial,  N.W.,  Atlanta,  Georgia  30328 
President-Elect.  Mrs.  Prentiss  Parker 
134  McDonald  Street,  S.W..  Marietta,  Georgia  30060 

Coffee  President,  Mrs.  T.  L.  Parker 

Ocilla  Road,  Douglas,  Georgia  31533 
President-Elect — ( None ) 

Crawford  W.  Long  President,  Mrs.  John  R.  Curtis 

185  Devereaux  Drive.  Athens.  Georgia  3060h 
President-Elect,  Mrs.  Larry  Cohen 
190  Broomsedge  Terrace,  Athens,  Georgia  30601 

Decatur-Seminole President,  Mrs.  Jacob  H.  Holley 

102  Crawford  Street,  Donalsonville,  Georgia  31745 

DeKalb  President,  Mrs.  Garland  P.  Bennett.  Jr. 

2053  Starfire  Drive,  N.E..  Atlanta,  Georgia  30345 
President-Elect.  Mrs.  B.  Donald  Minor 
2256  Sagamore  Hills  Drive.  Decatur,  Georgia  30033 
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Rules  to  Govern  the  Convention 


1.  The  voting  body  of  the  convention  shall  consist 
of  the  members  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  Medical  Association  of 
Georgia  and  the  duly  accredited  delegates  from 
the  county  auxiliaries.  No  one  is  entitled  to  vote 
until  registered. 

2.  To  gain  recognition,  a delegate  is  requested  to  rise, 
address  the  chair,  give  her  name  and  the  name  of 
her  auxiliary. 

3.  No  delegate  shall  speak  more  than  twice  on  the 
same  subject,  and  is  limited  to  two  minutes  each 
time. 

4.  Badges  must  be  worn  by  members  of  the  voting 
body  during  all  general  sessions  of  the  convention. 


5.  Delegates’  privileges  are  not  transferable. 

6.  All  motions  shall  be  presented  in  writing  to  the 
Recording  Secretary.  They  shall  be  signed  by  per- 
sons making  and  seconding  the  motion. 

7.  All  original  motions  on  resolutions  shall  be  made 
by  submitting  two  copies,  one  to  the  Resolution 
Committee  and  one  to  the  Recording  Secretary. 

8.  All  persons  appearing  on  the  program  must  be 
seated  near  the  platform  when  the  session  opens. 

Whispering  greatly  retards  the  business  of  the 
meeting.  Order  must  be  maintained  at  all  times. 
Please  be  prompt.  Meetings  will  begin  promptly  at 
the  time  announced. 


MAG  PLANS  PHYSICIANS’  ANTIQUE  AUTOMOBILE  SHOW  AT  MAY 

ANNUAL  MEETING 


Trophies  to  Be  Awarded  Best  Cars 

There  are  a number  of  Georgia  physicians  who  are 
enthusiastic  antique  car  buffs  and  it  is  planned  to  allow 
them  to  show  off  their  cars  at  the  Annual  Session  to  be 
held  at  the  Hilton  Hotel  in  Macon. 

A covered,  guarded  display  area  will  be  provided 
in  the  Hilton  parking  garage.  An  experienced  judge  has 


been  engaged  to  judge  all  entered  vehicles.  Trophies 
will  be  awarded  to  the  Best  Car  of  the  Show,  Best 
Antique  Car,  Best  Production  Car  (through  1942), 
and  the  Best  Classic  Car. 

All  physicians  interested,  please  write  to  Milton  I. 
Johnson,  Jr.,  M.D.,  2605  Cherokee  Avenue,  Macon, 
Georgia  31204.  Let  him  know  what  car  you  plan  to 
show,  and  do  it  now! 


CALL  FOR  SCIENTIFIC  EXHIBITS* 

I I8TH  ANNUAL  SESSION  OF  THE  MEDICAL  ASSOCIATION  OF  GEORGIA 

Macon,  Georgia,  May  I 1-14,  1972 

For  Information  and  Applications,  Write: 

John  McClure,  Jr.,  M.D.,  Chairman,  MAG  Scientific  Exhibits  Committee 
938  Peachtree  Street,  N.E.  • Atlanta,  Georgia  30309 

* Space  is  limited  at  the  Macon  Hilton  and  requests  for  applications  should  be  made  early  to 
establish  priority. 
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Medical  College  of  Georgia 
Pediatric  Grand  Rounds 


Renal  Osteodystrophy 

ALBERT  A.  CARR,  M.D.,*  B.  R.  SHARPTON,  M.D.,  ROBERT  E.  DICKS,  B.S.  and 

T.  E.  TEMPLE,  JR.,  M.D.,  Augusta 


.^^LBERT  A.  Carr,  M.D.;  The  clinical  course  of 
the  two  patients  in  this  report  is  an  example  of  the 
abnormalities  in  calcium  and  bone  metabolism 
caused  by  renal  excretory  failure.  This  abnormality 
referred  to  as  renal  osteodystrophy  will  be  reviewed 
in  terms  of  histochemical  and  x-ray  changes  and  the 
clinical  manifestations.  Finally,  mechanisms  related 
to  the  genesis  of  the  bone  disease  will  be  discussed 
in  an  attempt  to  arrive  at  a reasonable  approach  to 
therapy. 

B.  R.  SHARPTON,  M.D.:  ED,  ETMH  #112-724, 
a 13-year-old  Negro  female  who  was  a patient  on 
the  pediatric  service  at  the  Eugene  Talmadge  Me- 
morial Hospital  was  admitted  for  the  evaluation  of 
anemia,  headache,  and  hearing  loss.  Approximately 
two  weeks  prior  to  admission  she  complained  of 
headache,  abdominal  pain  and  was  taken  to  the  re- 
ferring physician.  Anemia  was  recognized  and  a his- 
tory of  chalk  and  starch  ingestion  was  obtained. 
There  was  history  of  beginning  thelarche  but  no 
menarche.  When  seen  in  the  clinic  here  her  hemato- 
crit was  16  per  cent,  and  the  smear  showed  hypo- 
chromic microcytic  red  cells.  The  white  count  was 
normal  except  for  eosinophilia.  Platelet  and  reticulo- 
cyte counts  were  175,000  and  2.5  per  cent  respec- 
tively. There  was  3+  protein  on  urinalysis  and  the 
serum  creatinine  was  16.8  mg  per  cent.  The  serum 
uric  acid  was  9.2  mg  per  cent  and  the  serum  calcium 
and  phosphorus  were  4.4  and  11.4  mg  per  cent  re- 
spectively. The  serum  protein  electrophoresis  was 
normal  except  for  minimally  elevated  heterogeneous 
band  of  gamma  globulin.  There  was  no  family  his- 
tory of  renal  disease,  anemia,  or  hearing  deficit. 

Physical  examination:  Blood  pressure  was  130/ 
75,  pulse  80  per  minute,  respirations  24,  oral  tem- 
perature 37 °C.  She  was  in  general  a well-developed, 
fairly  well-nourished,  partially  deaf  Negro  female. 
She  was  in  the  25th  percentile  for  weight  and  height. 


* Associate  Professor  of  Medicine,  Department  of  Medicine,  Di- 
rector, Clinical  Investigation  Unit,  Medical  College  of  Georgia,  Au- 
gusta, Georgia  30902. 


Head,  eyes,  nose  and  throat  were  unremarkable  ex- 
cept for  bilateral  hearing  loss  to  both  air  and  bone 
conduction.  Neck  was  supple  without  masses.  The 
chest  was  symmetrical.  The  breasts  were  undevel- 
oped. The  lungs  were  normal.  Her  heart  was  mod- 
erately enlarged.  A Grade  II/VI  nonradiating  sys- 
tolic murmur  was  audible  at  the  left  sternal  border. 
The  abdomen  was  normal  and  the  external  genitalia 
was  normal  except  there  was  no  evidence  of  puber- 
ty, other  than  minimal  pubic  hair.  The  extremities 
were  symmetrical  with  normal  pulses  and  there  was 
no  edema.  Pallor  of  the  mucous  membranes  was 
present.  Except  for  the  hearing  deficit  neurological 
examination  was  normal. 

Laboratory  Data 

Admission  blood  count  was  unchanged  from  the 
findings  recorded  in  the  clinic  visit.  The  direct 
Coombs’  test  was  negative.  Serum  iron  and  iron 
binding  capacity,  bilirubin  and  prothrombin  time 
were  normal  and  multiple  stools  for  blood  were  neg- 
ative. There  were  no  sickled  red  cells.  There  was  no 
evidence  for  a glucose-6-phosphate  dehydrogenase 
(G-6-PD)  deficiency.  Urine  specific  gravity  was 
1.008  with  a trace  of  glucose,  2+  protein,  pH  5,  20- 
30  RBC/hpf  and  10-20  WBC/hpf  on  microscopic 
examination.  The  creatinine  clearance  was  2.4  ml/ 
minute  and  24  hour  urine  protein  was  1.6  gms.  The 
serum  alkaline  phosphatase  was  elevated  at  26.5  KA 
units.  Multiple  LE  preparations  were  negative.  The 
initial  ASO  titer  was  833  Todd  units.  Serum  comple- 
ment was  reduced  to  a titer  of  1:16  initially  but  was 
subsequently  normal  at  1:32.  The  cultures  of  the 
urine  grew  no  significant  bacterial  colonies.  Table  I 
depicts  other  significant  chemical  data.  There  was 
x-ray  evidence  for  cardiomegaly  and  skeletal  chan- 
ges consistent  with  renal  osteodystrophy.  Figure  1 
demonstrates  the  absence  of  distal  tip  of  clavicle  and 
widened-frayed  diaphyseal  proximal  end  of  the  hu- 
merus. The  frayed  and  widened  diaphysis  are  con- 
sistent with  osteomalacia.  Subperiosteal  resorption 
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FIGURE  1 


of  the  phalanges  was  demonstrated  on  hand  x-rays. 
These  findings  in  addition  to  the  loss  of  the  distal  tip 
of  the  clavicle  are  consistent  with  bone  changes  due 
to  hyperparathyroidism.  No  bone  changes  could  be 
detected  on  skull  x-rays.  Figure  2 demonstrates  in- 
creased bone  density  of  the  dorsal  vertebra  consist- 
ent with  osteosclerosis.  Both  kidneys  were  small  as 
demonstrated  by  tomograms.  Interstitial  inflamma- 
tion, edema,  fibrosis,  tubular  atrophy  and  some  glo- 
merular obliteration  was  seen  on  renal  biopsy.  Bi- 
lateral nerve  deafness  was  demonstrated  by  audio- 
grams. 

Hospital  Course:  Table  I shows  the  major  thera- 
peutic manipulations.  On  admission  and  throughout 
the  hospitalization  the  patient  was  active,  out  of  bed 
and  well  adapted  to  her  uremia  and  anemia.  Except 
for  short  intervals  immediately  following  renal  biop- 
sy, during  and  after  peritoneal  dialysis,  she  played 
consistently.  There  were  differences  of  opinion  as  to 
the  interpretation  of  the  renal  biopsy;  glomerulo- 
nephritis versus  interstitial  nephritis.  The  increased 
ASO  titer  suggested  a recent  streptococcal  infection 
and  the  slightly  decreased  complement  would  sup- 
port the  diagnosis  of  glomerulonephritis.  On  several 
occasions  red  blood  cell  casts  were  seen  in  the  urine 
sediment.  As  shown  in  Table  I there  was  persistent 
hypocalcemia  and  hyperphosphatemia.  Her  serum 
alkaline  phosphatase  was  mildly  increased.  The  re- 
sponse of  the  serum  calcium  to  phosphate  binding 


FIGURE  2 


by  oral  Amphojel  and  subsequently  Basojel  is  typi- 
cal of  this  disorder  in  that  the  serum  calcium  rises. 

Second  Patient 

Robert  E.  Dicks,  B.S.,  Third  Year  Medical  Stu- 
dent; The  second  patient  MH;  ETMH  #128-073, 
a 38-year-old  white  married  house  wife  was  admit- 
ted for  evaluation  and  treatment  of  renal  osteodys- 
trophy. There  was  a history  dating  back  to  early 
childhood  of  repeated  urinary  tract  infections.  This 
finally  progressed  to  chronic  pyelonephritis  and  re- 
nal excretory  failure.  Most  likely  she  had  bilateral 
ureteral  reflux  over  a period  of  years  and  recurrent 
pyelonephritis  as  a result  of  that  abnormality.  Her 
symptoms  at  the  time  of  admission  consisted  of  ex- 
treme lethargy,  weakness,  postural  hypotension  with 
dizziness  and  giddiness,  anorexia,  nausea,  pruritis, 
arthralgias  of  the  left  knee  and  right  shoulder  with 
effusion  of  these  joints  in  the  past,  subcutaneous 
nodules  with  tenderness  and  bone  pain  with  bone 
tenderness.  She  also  complained  of  polydipsia  and 
polyuria.  Three  years  prior  to  this  admission  when 
she  first  developed  marked  symptoms  of  renal  ex- 
cretory failure  x-ray  of  the  bones  showed  no  evi- 
dence of  osteitis  fibrosa,  osteomalacia  or  osteosclero- 
sis. 

Physical  examination:  She  was  an  ill-looking 
white  woman  complaining  of  pain  in  the  right  shoul- 
der and  some  generalized  bone  tenderness.  The 
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TABLE  1 


REPRESENTATIVE  LABORATORY  DATA  CORRELATED 
WITH  MAJOR  THERAPEUTIC  MANIPULATIONS 


Hospital 

Day 

BUN 

Creatinine 

Serum 

Ca^f 

PO  , 

HCO-, 

2 

161 

16.2 

4.4 

11.4 

10 

8 

228 

12 

12  

222 

18.6 

4.4 

14.1 

9 

18  

210 

13 

26  

119 

18 

4.8 

15.9 

16 

30  

150 

17 

5.1 

16.8 

15 

40  

156 

16.2 

6.0 

9.4 

13 

46  

153 

17 

4.7 

8.7 

13 

54  

146 

18.6 

6.6 

6.6 

14 

60  

138 

16.5 

7.5 

6.2 

15 

65  

1.34 

16.5 

6.9 

5.0 

19 

Treatment 


Giovannetti  Diet 

RBC  Transfusion 

Peritoneal  Dialysis 
for  3 days 


Amphogel  30  cc.p.o.q.i.d. 


V 

Basaljel  30  cc.p.o.q.i.d. 

I 

I Discharged  on 
▼ ▼ Vitamin  D 1000  u/daily 


blood  pressure  was  180/110  supine,  pulse  of  88; 
140/90  and  pulse  110  in  the  standing  position.  She 
complained  of  dizziness  on  standing.  The  skin  was 
a bronze-olive  color  with  marked  hyperpigmentation 
over  the  chin.  There  was  mild  hirsutism.  There  were 
subcutaneous  nodules  on  the  inner  aspect  of  the  calf 
of  the  left  leg  and  right  leg  and  a nodule  over  the 
right  acromioclavicular  joint.  All  these  subcutaneous 
areas  were  tender.  The  mucous  membranes  were 
very  pale.  The  optic  fundi  were  normal.  There  was 
no  evidence  of  conjunctival  calcification.  The  teeth 
were  very  carious.  There  were  several  broken  teeth 
and  the  possibility  of  some  abscesses.  The  thyroid 
was  perhaps  slightly  enlarged  but  there  were  2x2 
cm.  nodules  on  both  lower  poles  of  the  thyroid 
which  moved  with  swallowing  and  perhaps  represent 
parathyroid  tissue.  There  were  no  pulmonary  rales. 
The  heart  was  slightly  enlarged  with  some  left  ven- 
tricular overactivity.  The  first  and  second  heart 
sounds  were  normal  and  there  were  no  third  or 
fourth  heart  sounds.  There  was  a pericardial  friction 
rub  heard  in  the  pulmonic  outflow  tract  area  and 
there  was  a harsh  ejection  type  systolic  murmur 
heard  over  the  same  area.  There  were  no  bruits 
heard  over  the  carotid  arteries.  The  liver  and  spleen 
were  not  enlarged  and  the  bowel  sounds  were  nor- 
mal and  no  bruit  heard  over  the  abdomen.  Bone 
tenderness  over  both  tibiae  was  present  with  no  ten- 
derness in  the  skull  area.  There  was  deformity  of  the 


acromioclavicular  joint  on  the  right  side.  On  neuro- 
logical examination  she  was  somewhat  lethargic  with 
hyperactive  deep  tendon  reflexes  and  some  twitch- 
ing. 

Laboratory  Data 

The  hematocrit  was  17  per  cent  with  a normal 
white  count  and  a slight  increase  in  the  eosinophiles. 
Serum  sodium  and  potassium  were  normal,  and  the 
serum  calcium  on  two  separate  occasions  was  9.5 
and  10.3  mg  per  cent.  The  serum  phosphorus  was 
11.2  mg  per  cent.  The  serum  alkaline  phosphatase 
was  markedly  elevated  at  130  lU/ml.  Serum  creati- 
nine was  markedly  elevated  at  10.6  mg  per  cent. 
There  was  left  ventricular  hypertrophy  by  ECG  and 
enlargement  on  chest  x-ray.  Typical  x-ray  findings 
of  renal  osteodystrophy  were  present.  There  was  the 
typical  “salt  and  pepper”  appearance  of  osteitis  fi- 
brosa of  the  skull  (Figure  4).  Subperiosteal  resorp- 
tion and  some  cyst  formation  was  present  on  x-rays 
of  the  hands  (Figure  3).  There  was  no  evidence  of 
resorption  of  the  distal  phalanx  of  the  hands  with  re- 
sultant clubbing.  The  distal  end  of  the  right  clavicle 
was  absent  consistent  with  osteitis  fibrosa  and  this 
is  depicted  in  Figure  5.  There  was  calcification  in  the 
joint  space.  The  left  femur  showed  some  evidence 
of  subperiosteal  reaction  consistent  with  osteitis  fi- 
brosa and  there  was  calcification  of  the  posterior 
tibial  arteries.  The  rugger  jersey  appearance  of  the 
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Osteomalacia 


FIGURE  3 

lumbar  vertebrae  on  lateral  x-ray  views  is  typical  of 
osteosclerosis.  This  is  shown  in  Figure  6 and  it 
should  be  noted  that  the  osteosclerotic  bone  seems 
to  light  up  on  illumination  of  the  x-ray  film.  There 
was  no  x-ray  evidence  of  osteomalacia. 

T.  E.  Temple,  Jr.,  M.D.:  Although  there  are 
early  biochemical  and  histological  abnormalities  in 
renal  osteodystrophy,  it  is  the  rather  late  and  severe 
pathology  as  determined  by  x-rays  of  bone  and  soft 
tissues  which  most  often  confirms  the  diagnosis  for 
the  clinician.  These  x-ray  findings  are  those  of  (1) 
osteomalacia,  (2)  osteitis  fibrosa,  (3)  osteosclerosis 
and  (4)  ectopic  calcification  or  calcification  in  tissue 
other  than  bone. 


FIGURE  4 


Osteomalacia  is  usually  the  earliest  skeletal  lesion 
in  renal  failure  and  is  due  to  a defect  and  decrease 
in  mineralization  of  formed  osteoid.^  This  has  been 
demonstrated  by  radioactive  calcium  studies  and  by 
observation  on  bone  biopsy  of  increased  numbers 
of  abnormally  smooth  osteoid  seams. The  seams 
of  normal  mineralizing  osteoid  are  serrated  rather 
than  smooth.  In  osteomalacia  not  caused  by  renal 
failure  there  is  evidence  for  increased  bone  mass^ 
which  has  a greater  proportion  of  unmineralized  or 
uncalcified  bone  than  is  found  in  normal  healthy 
bone  tissue.  Hereafter,  this  uncalcified  or  unmineral- 
ized bone  will  be  referred  to  as  osteoid.  However, 
in  renal  excretory  failure  the  evidence  points  to  de- 
creased bone  mass  and  decreased  net  bone  forma- 
tion with  an  abnormally  high  amount  of  osteoid  be- 
ing present.^’  ® The  overall  result  is  bones,  which  are 
less  dense  on  x-ray,  are  structurally  weakened,  and 
fracture  easily  with  minimal  trauma.  Callus  forma- 
tion will  take  place  in  fractures  but  because  of  the 
defect  in  osteomalacia,  mineralization  is  very  slow. 
Therefore  on  x-rays  these  fractures  may  be  seen  for 
long  periods  of  time  as  non-union  of  bone.  It  is  of 
interest  that  many  times  the  fractures  in  osteomala- 
cia are  symmetrical.  Fractures  were  not  demonstrat- 
ed in  either  of  the  patients  reported  here.  In  chil- 
dren or  patients  whose  epiphyses  have  not  yet 
closed,  the  x-ray  changes  of  osteomalacia  are  some- 
what different  from  adults  and  are  characterized  by 
frayed  or  indistinct  epiphyseal  borders  and  widened 
diaphysio-epiphyseal  areas.  The  changes  in  rickets 
occur  predominately  in  the  wrist,  knees  and  ankle. 
Costochondral  involvement  of  the  ribs  results  in 
what  is  known  as  rachitic  rosary.  Osteomalacia  in 
the  child  often  results  in  bowing  of  the  weight  bear- 
ing bones,  especially  of  the  legs.  The  frayed  and 
widened  diaphysio-epiphyseal  area  of  the  proximal 
humerus  as  seen  in  patient  ED  (Figure  1)  and  an 
overall  decrease  in  bone  density  are  typical  of  rickets 
or  osteomalacia.  This  child  did  not  have  any  abnor- 
mal bowing  or  fractures.  As  determined  by  x-ray 
there  was  no  evidence  of  osteomalacia  in  the  adult. 
MH,  except  for  decreased  bone  density. 

Bone  findings  of  osteitis  fibrosa  in  patients  with 
chronic  renal  excretory  failure  are  quite  typical.  It 
has  been  known  for  decades  that  parathyroidmegaly 
occurs  in  chronic  uremia.  In  fact,  parathyroidectomy 
has  been  demonstrated  to  reverse  some  of  the  clin- 
ical and  radiographic  manifestations  of  uremic  osteo- 
dystrophy.® Thus,  little  doubt  exists  that  the  hyper- 
parathyroidism is  a significant  disorder  in  many 
cases  of  uremic  bone  disease.  With  increased  para- 
thyroid hormone  secretion  there  is  increased  bone 
turnover.  Resorption  tends  to  be  more  rapid  than 
bone  formation  which  further  aggravates  the  mineral 
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FIGURE  5 


deficiency  of  bone.^  This  may  be  partly  responsible 
for  the  decreased  bone  density  seen  on  x-ray.  Stan- 
bury  reports  that  osteitis  probably  always  accompa- 
nies osteomalacia  of  uremic  osteodystrophy.'^  The 
marked  increase  in  bone  resorption  associated  with 
accumulation  of  osteoclastic  cells  and  cyst  formation 
can  be  seen  on  bone  biopsy.  Increased  bone  turn- 
over, that  is,  increased  formation  and  resorption®  is 
partially  responsible  for  typical  x-ray  findings  in  os- 
teitis of  bone  resorption  with  adjacent  areas  of  in- 
creased bone  densities.®’  ® This  gives  the  characteris- 
tic “moth  eaten”  or  “salt  and  pepper”  effect.  This 
is  evident  in  patient  MH  (Figure  4).  At  times  small 
discrete  radiolucent  areas  in  the  skull  can  be  seen. 
Often  these  have  thin  rims  of  increased  density 
which  represent  increased  bone  formation.  Subperi- 
osteal resorption  is  often  demonstrated  in  the  bones 
of  the  hands  and  was  present  in  both  of  the  patients 
reported  here  (Figure  3).  The  resorption  can  be  so 
severe  that  complete  destruction  of  various  portions 
of  bone  can  occur  as  shown  in  MH  and  ED  by  the 
disappearance  of  the  distal  end  of  their  clavicles 
(Figures  1 and  5).  This  can  also  occur  at  proximal 
ends  of  bone.  The  long  bones  and  terminal  ends  of 
the  distal  phalanges  are  most  often  involved.  Less 
severe  resorption  is  characterized  by  subperiosteal 
reaction  or  fuzziness.  Loss  of  the  lamina  dura  of  the 
teeth  as  seen  by  x-ray  is  often  found,  but  x-rays  of 
the  hands  are  much  better  in  determining  subperios- 


teal resorption  due  to  hyperparathyroidism.  The 
bones  are  weakened  by  the  above  and  there  is  tend- 
ency for  fracture  deformity  and  vertebral  collapse. 

X-Ray  Findings 

The  x-ray  findings  of  osteosclerosis  are  rather 
characteristic  in  the  lumbar  and  dorsal  spine  and 
base  of  the  skull.  This  is  best  seen  on  lateral  views 
of  the  vertebrae.  There  are  times,  however,  when 
osteosclerosis,  or  increased  bone  density  as  deter- 
mined by  x-rays,  can  occur  around  the  sacroiliac 
joint  and  the  acetabular  area  of  the  pelvis.  It  looks 
for  all  purposes  like  Paget’s  disease  of  the  skeleton. 
The  bones  involved  seem  to  light  up  when  the  x-ray 
film  is  illuminated.  Osteosclerosis  was  present  in 
both  patients  in  this  report  (Figures  2 and  6).  In 
Figure  6 the  “rugger  jersey”  appearance  of  the  lum- 
bar vertebrae  is  demonstrated.  The  mechanisms  in- 
volved in  osteosclerosis  are  unclear.  However,  it  is 
always  associated  with  very  high  serum  parathyroid 
hormone  levels.^’  ®- 

Parfitt^®  has  recently  reviewed  the  subject  of  ec- 
topic calcification  in  renal  osteodystrophy.  By  defi- 
nition this  is  calcification  in  areas  other  than  bone 
such  as  abdominal  viscera,  arteries,  joints  and  skin. 
The  most  commonly  observed  pathology  is  arterial 
calcification  which  can  be  seen  quite  easily  on  x-rays 
of  the  extremities.  Calcification  of  the  posterior  tibial 
arteries  was  present  in  patient  MH.  Small  discrete 
and  quite  radiopaque  shadows  of  calcification  of 
the  atherosclerotic  plaques  in  the  tunica  intima  is 
less  common  than  the  less  dense  diffuse  areas  typical 
of  Monckeberg’s  arteriosclerosis  but  can  be  seen. 
Periarticular  and  intra-articular  calcification  may  in- 
volve any  joint.  Patient  MH  had  this  in  the  acromio- 
clavicular joint  (Figure  5).  Cutaneous  calcifications 
may  be  a problem  in  some  as  it  was  for  patient  MH. 
Apparently  there  is  subcutaneous  fat  necrosis  with 
calcium  deposition  which  can  at  times  be  demon- 
strated by  x-ray.  A recent  study^^  demonstrated  only 
one  of  10  patients  with  uremic  hyperparathyroidism 
to  have  normal  calcium  content  in  the  skin. 

Until  the  advent  of  chronic  dialysis  and  renal 
transplantation  uremic  osteodystrophy  was  uncom- 
mon, though  not  unrecognized.  Apparently,  conserv- 
ative measures  for  managing  patients  with  chronic 
renal  failure  did  not  frequently  allow  survival  to  the 
time  when  bone  changes  could  be  detected  by  x-rays. 
It  can  be  considered  a disease  of  medical  progress 
since  it  is  now  rare  not  to  find  examples  of  it  in  hos- 
pitals with  dialysis  and  transplant  programs.  The 
patients  in  this  report  are  somewhat  unusual.  In  the 
child,  ED,  uremic  osteodystrophy  was  already  pres- 
ent when  the  renal  disease  was  first  discovered  and 
x-ray  evidence  of  bone  disease  was  not  present  in 
MH  three  years  ago.  The  clinical  manifestations  of 
the  renal  osteodystrophy  are  protean  in  nature  since 
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all  organs  systems  may  be  involved  and  are  in  gen- 
eral caused  by:  (1)  functional  changes  related  to 
elevated  serum  calcium,  (2)  ectopic  calcification  of 
various  organs  systems  and  (3)  bone  pathology. 

Elevated  serum  calcium  can  cause  vasomotor  in- 
stability, hypertension,  emotional  lability,  anorexia, 
nausea,  vomiting,  polyuria,  polydipsia  and  pruritis. 
Most  of  these  are  the  same  problems  associated  with 
renal  excretory  failure.  However,  the  abnormalities 
in  calcium  metabolism  can  make  the  overall  picture 
worse  and  the  most  important  fact  is  that  some  of 
the  calcium  abnormalities  are  correctable.  MH  had 
emotional  lability,  hypertension,  anorexia,  nausea, 
polydipsia,  polyuria,  pruritis.  It  is  hopeful  that  with 
the  correction  of  the  hypercalcemia  that  many  of 
these  symptoms  will  be  less  severe  if  not  totally  re- 
lieved. 

Problems  of  Ectopic  Calcification 

The  problems  of  ectopic  calcification  are  ( 1 ) soft 
tissue  calcification  associated  with  subcutaneous  fat 
necrosis  and  symptoms  therefrom;  (2)  calcification 
in  the  conjunctivae  with  resulting  band  keratopathy 
uveitis,  and  the  red  eye  syndrome;  (3)  deposition 
of  calcium  within  the  joint  spaces  to  cause  arthritis, 
arthrosis,  and  joint  deformities  (this  arthritis  is  of- 
ten mistaken  for  gout)  and  (4)  calcification  of  ar- 
teries which  can  result  in  ischemic  syndromes  of 
various  organs,  most  often  ischemic  ulcers  of  the  ex- 
tremities. 

Patient  MH  of  this  report  demonstrates  arterial 
and  joint  calcification.  She  also  experienced  subcu- 
taneous fat  necrosis  which  resulted  in  palpable  ten- 
der nodules  in  the  subcutaneous  tissue  of  the  leg.  ED 
of  this  report  did  not  have  ectopic  calcification. 

Enlargement  of  the  parathyroid  glands  involved 
in  the  pathology  of  the  entire  renal  osteodystrophy 
syndrome  may  be  a problem  because  it  occurs  in  the 
thyroid  area  and  the  differential  diagnosis  is  a goiter 
versus  enlargement  of  the  parathyroid  gland.  Patient 
MH  was  a good  example  of  this  as  there  was  marked 
enlargement  in  both  lower  poles  of  the  thyroid  which 
most  likely  represents  enlarged  parathyroid  glands. 

Severe  Clinical  Manifestations 

Clinical  manifestations  of  bone  involvement  in 
this  disease  are  severe.  These  are  bone  pain,  bone 
tenderness,  fractures  with  minimal  trauma,  bowing 
and  deformities  of  weight  bearing  bone  and  resorp- 
tion of  various  portions  of  bones;  all  resulting  in  the 
loss  of  function  and  structural  weakness.  For  in- 
stance, the  resorption  of  the  distal  end  of  the 
phalanges  of  the  hands  can  cause  telescoping  of  the 
fingers,  marked  deformity  which  results  in  a gro- 
tesque appearance  and  also  impairs  the  functional 


ability  of  the  hands.  Bone  pain  and  involvement  in 
the  pelvic  area  often  causes  a typical  waddling  gait 
and  difficulties  in  walking.  This  is  especially  true  of 
children.  Also  bowing  of  the  tibiae  in  children  can 
cause  marked  deformities  in  gait.  Although  in  pa- 
tient ED  there  is  no  definite  deformity  of  the  bones 
on  x-ray,  there  is  evidence  for  rickets  in  the  proximal 
humerus  and  the  loss  of  the  distal  end  of  the  clavi- 
cle which  results  in  weakness  of  those  bones.  She  did 
have  impairment  of  growth.  This  could  be  the  result 
of  the  renal  excretory  failure  as  well  as  bone  involve- 
ment. The  important  factor  is  that  many  of  these 
complications  can  be  prevented  or  at  least  decreased 
in  severity  by  controUing  abnormalities  of  calcium 
metabolism. 

Albert  A.  Carr,  M.D.  : A simple  explanation 
of  what  altered  physiological  or  pathological  proc- 
esses cause  bone  disease  in  renal  excretory  failure 
is  impossible  at  our  present  state  of  knowledge.  Gen- 
eralized alterations  in  physiological  or  pathological 
processes  cannot  totally  explain  this  disease  since 
ectopic  calcification  and  different  bone  defects  such 
as  osteomalacia,  osteitis  fibrosa,  and  osteosclerosis 
may  occur  concomitantly.^-^  Individual  local  bone 
factors  such  as:  (1)  metabolic  activity,  (2)  blood 
supply,  (3)  type  of  bone  (cortex  or  spongy — can- 
cellous) and  (4)  physical  stress  forces,  are  impor- 
tant. Bone  is  formed  in  the  growing  child  by  two 
processes:  (1)  endochondral  formation  which  ac- 
counts for  growth  in  length  and  (2)  intramembrane- 
ous  formation.  Since  there  is  net  accumulation  of 
bone  in  the  growing  child  it  is  obvious  that  the  bal- 
ance of  the  ever-active  process  of  bone  formation 
and  resorption  is  shifted  such  that  formation  exceeds 
resorption.  In  contrast,  this  dynamic  activity  of  for- 
mation versus  resorption,  or  turnover,  is  in  a state 
of  balance  in  the  young  adult  where  bone  growth  in 
length  has  eeased  and  no  new  net  accumulation  or 
loss  occurs.  There  is  evidenee  to  support  the  view 
that  after  the  third  or  fourth  decade  of  life  there  is 
gradual  loss  of  bone  mass  indicating  resorption  is 
then  greater  than  formation.  The  bone  disease  in 
renal  excretory  failure  may  be  considered  a result 
of  alterations  in  the  usual  dynamic  equilibrium  be- 
tween bone  formation  and  resorption  for  the  age  of 
the  patient.  The  net  result  is  loss  of  bone  mass  and 
changes  in  portions  of  remaining  bone.  I 

However,  the  one  faetor  which  predominates  ear-  ; 
ly  is  negative  calcium  balance  which  is  due  to  an  im- 
paired gut  calcium  absorption  while  significant  uri-  ^ 
nary  excretion  continues. Therefore,  it  follows  ' 
that  plasma  and  urine  calcium  have  to  be  maintained 
at  the  expense  of  bone  resorption.  This  negative  cal-  j 
cium  balance  plus  resistance  to  the  actions  of  para-  I 
thyroid  hormone^*^  and  Vitamin  D^'  on  bone  may  be  ; 
the  predominant  cause  of  the  renal  osteodystrophy  j 
syndrome.  | 
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Helps  control 
the  underlying  problem 

anxiety 


Miltown* 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/ or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem; Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEC  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 
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Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 
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FIGURE  6 


Gut  Calcium  Absorption 

Gut  calcium  absorption  as  determined  by  radio- 
active calcium  studies  is  decreased  as  renal  failure 
progresses.  When  the  serum  creatinine  approaches 
2.5  mg  per  cent  or  glomerular  filtration  rate  de- 
creases to  30  ml/minute,  gut  calcium  absorption  is 
approximately  half  of  normal. Plasma  parathyroid 
hormone  levels  as  measured  by  immuno-assay  are 
elevated  at  a time  when  plasma  calcium  is  normal 
or  low.^**  This  indicates  that  bone  resorption  is  de- 
pressed even  in  the  presence  of  elevated  plasma 
parathyroid  hormone  and  this  can  be  documented 
when  the  serum  creatinine  increases  to  1.5  mg  per 
cent  or  above.^®  This  can  be  considered  bone  re- 
sistance to  parathyroid  hormone.  In  addition,  there 
is  impaired  response  of  bone  to  Vitamin  D early  in 
renal  excretory  failure.^'^  It  is  known  that  the  action 
of  parathyroid  hormone  on  bone  is  markedly  im- 
paired in  the  absence  of  Vitamin  Therefore, 

abnormalities  in  Vitamin  D metabolism  could  result 
in  Vitamin  D and  parathyroid  hormone  resistance. 
Recent  evidence  has  established  that  it  is  the  meta- 
bolic products  of  Vitamin  D which  are  responsible 
for  its  aetion  on  bone  and  gut.-^'  Vitamin  D is  hy- 
droxylated  in  the  liver  to  25  hydroxycholecalcifer- 
ol.^^  This  is  further  hydroxylated  to  21,25  dihy- 
droxycholecalciferol  which  is  active  mostly  on  bone 
to  cause  resorption. Another  product,  25,26  dihy- 
droxycholecalciferol  stimulated  mainly  gut  calcium 
transport. Recently  it  has  been  shown  that  the  hy- 
droxylation  of  25  hydroxycholecalciferol  to  1,25  di- 
hydroxyeholecalciferol  takes  place  in  the  kidney  and 
this  product  seems  to  have  marked  bone  activity. 

It  follows  that  renal  disease  can  reduce  the  conver- 
sion of  Vitamin  D;  thus  resistance.  It  may  be  the 
product  which  is  active  in  stimulating  gut  calcium 
transport  is  also  produced  in  the  kidney  and  is  par- 
tially responsible  for  the  impaired  gut  calcium  trans- 
port. 


The  effects  of  Vitamin  D on  bone  are  very  impor- 
tant in  the  maintenance  of  plasma  calcium  and  bone 
formation. In  man,  in  the  presence  of  osteomala- 
cia caused  by  Vitamin  D deficiency,  intravenous  cal- 
cium in  the  absence  of  Vitamin  D will  not  correct 
hypocalcemia  even  though  positive  calcium  balance 
occurs.  In  contrast  Vitamin  D administration  results 
in  a rise  in  serum  calcium  even  though  positive  cal- 
cium balance  is  not  as  marked  as  with  the  intrave- 
nous calcium.^®  This  means  the  effect  of  Vitamin  D 
on  mobilization  of  calcium  from  bone  is  important. 
Results  of  animal  experiments  support  the  conclu- 
sion that  a direct  effect  of  Vitamin  D on  bone  is  nec- 
essary for  healing  of  rickets.-^”-®  Calcium  is  mobilized 
from  bone,  resulting  in  a rise  in  serum  calcium 
which  is  then  available  for  new  bone  formation  or 
healing  of  the  rickets. 

Thus,  early  in  renal  excretory  failure  impaired  gut 
calcium  transport  and  impaired  mobilization  of  cal- 
cium from  bone  can  be  explained  on  the  basis  of  al- 
tered Vitamin  D metabolism  resulting  in  deficiency 
of  the  active  Vitamin  D product  (Vitamin  D resist- 
ance) and  parathyroid  hormone  resistance.  This  is 
the  perfect  set  of  circumstances  for  the  development 
of  osteomalacia.  Plasma  calcium  tends  to  be  normal 
or  low  and  the  Ca  x P product  is  invariably  lower 
than  70.^®  Abnormalities  in  the  physico-chemical  re- 
lationship between  calcium,  phosphate  and  mineral- 
ization of  osteoid  may  not  be  the  total  explanation 
since  there  is  evidence  for  retention  of  a peptide  and 
pyrophosphates  in  renal  failure,  both  of  which  in- 
hibit normal  mineralization.^^’  However,  all  of 
these  certainly  set  the  stage  for  defective  mineraliza- 
tion of  osteoid  to  produce  osteomalacia. 

Healing  of  Osteomalacia 

As  renal  excretory  failure  progresses  and  glomeru- 
lar filtration  decreases  below  20-30  ml/minute  the 
serum  phosphate  begins  to  rise.^^  Plasma  parathyroid 
hormone  concentration  rises  to  greater  proportion 
associated  with  marked  increase  in  size  of  the  para- 
thyroid glands.^®  Bone  resorption  or  osteitis  then  be- 
comes the  predominant  clinical  picture.  Possibly  the 
resistance  to  parathyroid  hormone  is  overcome  by 
the  strikingly  high  parathyroid  hormone  levels.  Heal- 
ing of  the  osteomalacia  can  then  take  place. Plasma 
calcium  rises  and  the  Ca  x P product  is  then  gen- 
erally above  70.^*^  All  the  clinical  problems  of  hyper- 
parathyroidism then  follow.  At  this  time  the  chan- 
ges of  osteosclerosis  are  often  present.  The  reason 
for  osteosclerosis  is  unclear  but  high  levels  of  para- 
thyroid hormone  are  necessary.^'^  Perhaps  it  is  due 
to  the  marked  increase  in  bone  turnover.  As  bone 
calcium  is  mobilized  more  is  available  for  healing 
of  the  osteomalacia,  which  produces  more  radio- 
dense  areas. 
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As  the  Ca  X P product  rises  further  the  circum- 
stances for  ectopic  calcification  occur.  It  is  unclear 
why  there  is  a predilection  for  certain  tissues.  Per- 
haps tissue  pH,  collagen  content  and  presence  or  ab- 
sence of  inhibitors  of  the  calcification  process  are 
important.  The  ectopic  calcification  is  usually  associ- 
ated with  Ca  X P products  much  greater  than 

yO  10,  30 

There  are  other  factors  involved  in  renal  failure 
such  as  poor  nutrition  and  acidemia  may  result  in 
subnormal  production  of  osteoid  necessary  for  bone 
formation.  These  occur  late  in  the  course  of  the  re- 
nal failure  and  cannot  be  implicated  in  the  genesis 
of  the  bone  disease. 

It  does  appear  that  negative  calcium  balance  and 
defective  Vitamin  D metabolism,  which  actually 
causes  Vitamin  D deficiency  and  parathyroid  hor- 
mone resistance,  are  the  main  factors  most  likely  re- 
sponsible for  the  syndrome.  As  glomerular  filtration 
rate  approaches  30  ml/minute  methods  should  be 
used  to  prevent  the  negative  calcium  balance.  The 
administration  of  Vitamin  D early  may  prevent  or 
prolong  the  appearance  of  bone  disease.  In  the  fu- 
ture, if  the  active  components  of  Vitamin  D metabo- 
lism in  the  kidney  such  as  1,25  dihydroxycholecal- 
ciferol  are  available  these  will  be  ideal  replacement 
hormones.  This  possibly  could  prevent  the  entire 
complex.  When  patients  are  on  a chronic  dialysis 
program  the  bath  calcium  concentration  of  the  dialy- 
sis unit  should  be  such  that  slight  positive  calcium 
balance  takes  place.  Once  florid  hyperparathyroid- 
ism takes  place  with  normal  to  high  serum  calcium 
the  treatment  of  choice  is  the  removal  of  three  and 
one-half  of  the  parathyroid  glands. 

The  use  of  phosphate  binders  such  as  Maalox  at 
times  can  be  useful  in  lowering  the  Ca  x P product 
and  hopefully  prevent  further  ectopic  calcification. 
Recently  it  has  been  demonstrated  that  when  bath 
dialysis  magnesium  was  raised  to  2.5  mEq/L  dur- 
ing chronic  hemodialysis  the  serum  parathyroid  hor- 
mone levels  decreased.  Thus,  control  of  magnesium 
intake  may  be  important.^^  Maalox  does  contain 
magnesium.  Finally,  thiazide  diuretics  should  be 
used  with  caution  since  such  treatment  may  precipi- 
tate a marked  rise  in  serum  calcium.^*’ 

Medical  College  of  Georgia  30902 

REFERENCES 

1.  Arnstein,  A.  R.,  Frame,  B.  and  Frost,  H.  M.:  Recent 
progress  in  osteomalacia  and  rickets;  Ann.  hit.  Med.  67: 
1296,  1967. 

2.  Ball,  J.  and  Garner,  A.:  Mineralization  of  woven  bone 
in  osteomalacia;  J.  Path.  Pact.  91:563,  1966. 

3.  Garner,  A.  and  J.  Ball,  J.:  Quantitative  observations 
on  mineralized  and  unmineralized  bone  in  chronic  renal 
azotemia  and  intestinal  malabsorption  syndrome;  7.  Path. 
Pact.  91:545,  1966. 


4.  Robinson,  R.  A.:  Chemical  analysis  and  electron 
microscopy  of  bone,  in  Pone  as  a Tissue;  New  York,  Mc- 
Graw-Hill Book  Co.,  Inc.,  1960,  p.  186. 

5.  Jowsey,  J.,  Massry,  S.  G.,  Coburn,  J.  W.  and  Kleeman, 
C.  R.;  Microradiographic  studies  of  bone  in  renal  osteodys- 
trophy; Arch.  Int.  Med.  124;539,  1969. 

6.  Moore,  1.  D.,  Brackney,  E.  L.  and  Findley,  T:  Para- 
thyroidectomy for  renal  osteodystrophy;  Tr.  Amer.  Clin. 
Climat.  Assoc.  73;  186,  1961. 

7.  Stanbury,  S.  W.,  Lumb,  G.  A.  and  Mawer,  E.  B.: 
Osteodystrophy  developing  spontaneously  in  the  course  of 
chronic  renal  failure;  Arch.  Int.  Med.  124:274,  1969. 

8.  Genuth,  S.  M.,  Sherwood,  L.  M.,  Vertes,  V.  and 
Leonards,  J.  R.:  Plasma  parathormone,  calcium  and  phos- 
phorus in  patients  with  renal  osteodystrophy  undergoing 
chronic  hemodialysis;  J.  Clin.  Endocr.  30:15,  1970. 

9.  Nichols,  G.,  Jr.,  Flanagan,  B.  and  van  der  Sluys  Veer, 
J.:  Distortions  of  bone  cell  metabolism  in  uremia  and  their 
cause;  Arch.  Int.  Med.  124:530,  1969. 

10.  Parfitt,  A.  M.:  Soft  tissue  calcification  in  uremia; 
Arch.  Int.  Med.  124:544,  1969. 

11.  Massry,  S.  G.,  Coburn,  J.  W.,  Popovtzer,  M.  M., 
Shinaberger,  J.  H.,  Maxwell,  M.  H.  and  Kleeman,  C.  R.: 
Secondary  hyperparathyroidism  in  chronic  renal  failure; 
Arch.  Int.  Med.  124:431,  1969. 

12.  Berlyne,  G.  M.  and  Shaw,  A.  G.:  Red  eyes  in  renal 
failure;  Lancet  1:4,  1967. 

13. Fourman,  P.  and  Royer,  P.:  Uremic  osteodystrophy, 
in  Calcium  Metabolism  in  the  Pone;  Philadelphia,  F.  A. 
Davis  Co.,  1968,  Chapter  17,  p.  415. 

14.  Schaefer,  K.,  Schaefer,  P.,  Koeppe,  P.,  Opitz,  A.  and 
Hoffler,  D.:  Uraemic  osteopathy — the  relationship  between 
disturbances  in  intestinal  calcium  absorption  and  renal 
function;  German  Med.  Monthly,  Vol.  13,  1968. 

15.  Coburn,  J.  W.,  Popovtzer,  M.,  Massry,  S.  G.  and 
Kleeman,  C.  R.:  The  physicochemical  state  and  renal  han- 
dling of  divalent  ions  in  chronic  renal  failure;  Arch.  Int. 
Med.  124:302,  1969. 

16.  Massry,  S.  G.,  Coburn,  J.  W.,  Popovtzer,  M.  M., 
Shinaberger,  J.  H.,  Maxwell,  M.  H.  and  Kleeman,  C.  R.: 
Secondary  hyperparathyroidism  in  chronic  renal  failure; 
Arch.  Int.  Med.  124:431,  1969. 

17.  Stanbury,  S.  W.:  Azotaemic  renal  osteodystrophy; 
Prit.  Med.  Pull.  13:57,  1957. 

18.  Reiss,  E.,  Canterbury,  J.  M.  and  Kanter,  A.;  Circu- 
lating parathyroid  hormone  concentration  in  chronic  renal 
insufficiency;  Arch.  Int.  Med.  124:417,  1969. 

19.  Au,  W.  Y.  W.  and  Raisz,  L.  G.:  Restoration  of 
parathyroid  responsiveness  in  vitamin  D deficient  rats  by 
parenteral  calcium  or  dietary  lactose;  7.  Clin.  Invest.  46: 
1572,  1967. 

20.  Ney,  R.  L.,  Au,  W.  Y.  W.,  Kelly,  G.,  Radde,  I.  and 
Bartter,  F.  C.:  Actions  of  parathyroid  hormone  in  the 
vitamin  D deficient  dog;  7.  Clin.  Invest.  44:2003,  1965. 

21.  Suda,  T.,  DeLuca,  H.  F.,  Schnoes,  H.  K.,  Ponchon, 
G.,  Tanaka,  Y.  and  Holick,  M.  F. : 21,25-dihydroxychole- 
calciferol.  A metabolite  of  vitamin  D:,  preferentially  active 
on  bone;  Piochemistry  9:2917,  1970. 

22.  Suda,  T.,  DeLuca,  H.  F.,  Schnoes,  H.  K.,  Tanaka,  Y. 
and  Holick,  M.  F.:  25,26-dihydroxycholecalciferol,  a me- 
tabolite of  vitamin  D-  with  intestinal  calcium  transport 
activity:  Piochemistry  9 '.All 6,  1970. 

23.  DeLuca,  H.  F. : Recent  advances  in  the  metabolism 
and  function  of  vitamin  D;  Fed.  Proc.  28:1678,  1969. 

24.  Personal  communication. 

25.  Underwood,  E.,  Fisch,  S.  and  Hodge,  H.  C.:  Me- 
tabolism of  calcium  in  normal,  rachitic  and  vitamin  D 
treated  rats  as  evidenced  by  radiocalcium  ca  studies;  Amer. 
J.  Physiol.  166:387,  1951. 

26.  Stauffer,  M.  and  Rich,  C.:  The  direct  action  of 
vitamin  D and  lactose  on  bone  in  osteomalacia;  7.  Clin. 
Invest.  46:119,  1967. 

27.  Mellanby,  E.:  The  rickets-producing  and  anti-calcify- 
ing action  of  phytate;  7.  Physiol.  109:488,  1949. 

28.  Kramer,  B.,  Shear,  M.  J.  and  Siegel,  J.  A.  C.:  Com- 
position of  bone — X.  Mechanism  of  healing  in  low  phos- 
phorus rickets;  7.  Piol.  Chem.  91:271,  1931. 

29.  Albright,  F.,  Brunett,  C.  H.,  Parson,  W.,  Reifenstein, 
E.  C.  and  Roos,  A.:  Osteomalacia  and  late  rickets.  Med- 
icine 25:399,  1946. 

30.  Stanbury,  S.  W.,  Lumb,  G.  A.  and  Mawer,  E.  B.: 
Osteodystrophy  developing  spontaneously  in  the  course  of 
chronic  renal  failure;  Arch.  Intern.  Med.  MA'.llA.  1969. 


MARCH  1972,  Vol.  61 


97 


OSTEODYSTROPHY  / Carr,  et  al. 

31.  Howard,  J.  E.,  Thomas,  W.  C.,  Barker,  L.  M.,  Smith, 
L.  H.  and  Watkins,  C.  L.:  The  recognition  and  isolation 
from  urine  and  serum  of  a peptide  inhibitor  to  calcification; 
Johns  Hopkins  Med.  J.  120:119,  1967. 

32.  Russell,  R.  G.  G.,  Bisaz,  S.  and  Fleisch,  H.:  Pyro- 
phosphate and  diphosphonates  in  calcium  metabolism  and 
their  possible  role  in  renal  failure;  Arch.  hit.  Med.  124:571, 
1969. 

33.  Goldman,  R.  and  Bassett,  S.  H.:  Phosphorus  excre- 


tion in  renal  failure;  J.  Clin.  Invest.  33:1623,  1954. 

34.  Kalu,  D.  N.,  Doyle,  F.  H.,  Pennock,  J.  and  Foster, 
G.  V.:  Parathyroid  hormone  and  experimental  osteoscle- 
rosis; Lancet,  June  27,  1970. 

35.  Pletka,  P.,  Bernstein,  D.  S.,  Hampers,  C.  L.,  Merrill, 
J.  P.  and  Sherwood,  L.  M.:  Effects  of  magnesium  on  para- 
thyroid hormone  secretion  during  chronic  hemodialysis; 
Lancet,  August  28,  1971. 

36.  Koppel,  M.  H.,  Massry,  S.  G.,  Shinaberger,  J.  H., 
Hartenbower,  D.  L.  and  Coburn,  J.  W.;  Thiazide-induced 
rise  in  serum  calcium  and  magnesium  in  patients  on  main- 
tenance hemodialysis;  Ann.  hit.  Med.  72:895,  1970. 


COBB  COUNTY  MEDICAL  SOCIETY  SPONSORS 

SYMPOSIUM  ’72 

April  13-14,  1972 

The  Cobb  County  Medical  Society,  through  its  Committee  on  Medi- 
cine and  Religion,  will  sponsor  Symposium  ’72  on  April  13-14,  1972. 
The  sixth  annual  symposium,  “The  Search  for  Relevance  in  the  Seven- 
ties,” will  be  held  at  Kennesaw  Junior  College,  Marietta. 

Bill  Curry  of  the  Baltimore  Colts  will  be  featured  at  the  April  13, 
Thursday  evening  session,  speaking  on  “The  Relevance  of  Sports  in 
America.”  He  will  be  followed  by  Dr.  H.  Douglas  Sessoms,  University 
of  North  Carolina  at  Chapel  Hill,  who  will  talk  on  “The  Meaning  and 
Relevance  of  Leisure.” 

The  Friday  morning  session  will  be  kicked  off  by  Dr.  Eugene  Odom, 
director  of  the  Institute  of  Ecology  at  the  University  of  Georgia,  speak- 
ing on  “The  Relevance  of  Ecology.”  Dr.  Elizabeth  Kubler-Ross,  inter- 
national consultant  on  the  care  of  the  dying  patient  and  involved 
families,  as  well  as  renowned  authoress,  will  present  “The  Relevance  of 
Death  and  Dying.”  “The  Relevance  of  Religion”  will  be  presented  by 
Dr.  Edmund  A.  Steimle,  of  the  Union  Theological  Seminary  in  New 
York.  Luncheon  will  be  served. 

Panel  discussions  involving  all  the  speakers  with  questions  from  the 
audience  will  fill  the  afternoon  session.  The  Honorable  Robert  H.  Hall, 
justice  of  the  Court  of  Appeals  of  Georgia  and  president  of  the 
American  Judicature  Society,  will  moderate. 

The  Honorable  Hugh  Scott,  minority  leader  of  the  U.  S.  Senate,  will 
deliver  the  closing  address  Friday  evening,  April  14,  in  the  Phoenix 
Ball  Room  of  the  Regency  Hyatt  House  in  Atlanta.  He  will  be  intro- 
duced by  The  Honorable  David  Gambrell,  of  Georgia. 

This  program  has  been  approved  for  8 elective  hours  by  the  American 
Academy  of  Family  Practice.  Information  regarding  application  for 
registration,  etc.,  may  be  obtained  by  writing  Symposium  '72,  Kenne- 
saw Junior  College,  Marietta,  Georgia  30060. 
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An  updated  review  of  this  many  faceted 
group  of  diseases. 


Porphyria 

STEWART  E.  WIEGAND,  M.S.,  M.D.,  Sandy  Springs 


TP  he  porphyrias  comprise  a group  of  diseases 
which  are  among  the  most  unusual  ailments  in  med- 
icine. Although  the  group  has  in  common  the  abnor- 
mal metabolism  of  the  precursors  of  Heme,  it  in- 
cludes diseases  with  very  diverse  clinical  presenta- 
tions. Some  diseases  within  the  group  are  inherited 
(autosomal  dominant,  five  types;  autosomal  reces- 
sive, one  type),  while  some  diseases  within  the  group 
are  acquired. 

Classification  of  Porphyrias 

Porphyrias  can  be  subdivided  tentatively  into  two 
subgroups  of  diseases.  One  subgroup  contains  dis- 
eases which  probably  are  caused  by  abnormal  por- 
phyrin synthesis  in  the  liver,  while  the  other  sub- 
group contains  diseases  which  are  caused  by  abnor- 
mal porphyrin  synthesis  in  the  bone  marrow  (Chart 

I). 

Clinical  Presentations  of  the  Porphyrias 

Acute  Intermittent  Prophyria  (Swedish  Genetic 
Porphyria — Pyrrolporphyria)  is  characterized  by 
four  cardinal  signs,  or  symptoms.  A patient  usually 
will  present  with  a combination  of  two,  three  or  all 
of  the  symptoms  described  below;  however,  a pa- 
tient may  present  with  only  one  of  the  symptoms. 

1.  The  patient  may  present  with  diffuse,  nonde- 
script but  sometimes  severe  abdominal  pain,  which 
may  be  associated  with  vomiting,  constipation,  and 
a tachycardia.  The  entire  episode  of  this  symptom 
may  be  a duration  of  a few  days,  or  it  may  be  as 
long  as  several  weeks.  There  may  be  surgical  scars 
on  the  patient’s  abdomen  from  prior  attempts  to  di- 
agnose and  treat  the  pain. 

2.  The  patient  may  present  with  psychic  disturb- 
ances which  range  from  personality  changes  to 
acute  mania.  A hysterical  reaction  to  severe  abdom- 
inal pain  may  explain  the  patient’s  behavior  in  some 
episodes. 

3.  The  patient  may  present  with  a peripheral  neu- 
ropathy. Initially,  this  symptom  should  be  distin- 
guished from  muscle  spasms  which  are  also  de- 


Presented  at  the  1971  Annua!  Session  oj  the  Medical  Association  of 
Georgia,  Section  of  Dermatology,  May  14,  1971.  Clinical  Instructor 
of  Medicine  (Dermatology),  Emory  University  School  of  Medicine. 


scribed  with  acute  episodes  of  this  disease.  The  pa- 
tient may  develop  flaccid  quadraplegia  and  respira- 
tory paralysis  due  to  acute  demyelination  which  can 
affect  both  the  somatic  and  the  autonomic  nervous 
systems.  There  may  be  residual  neurologic  damage 
if  the  patient  survives  the  acute  episode. 

4.  Shortly  before,  during  the  course  of,  and  short- 
ly after  the  acute  episode,  the  patient  may  pass  ex- 
cessive amounts  of  delta  amino  levulenic  acid  and 
prophobilinogen  (colorless  compounds)  into  his 
urine.  These  pyrols  may  spontaneously  cyclize  into 
the  dark  colored  porphyrins  (uroporphyrin  and 
some  coproporphyrin).  This  process  is  enhanced  by 
time,  acidity  of  the  urine,  and,  possibly,  by  exposure 
to  sunlight.  The  Schwartz-Watson  test  performed  on 
this  urine  (whether  the  urine  is  dark-colored  or 
not),  will  be  positive.  During  remission  the  A ALA 
and  PBG  may  disappear  from  the  urine. 

This  disease  is  inherited  as  an  autosomal  domi- 
nant. About  65  per  cent  of  the  reported  cases  are 
from  Sweden.  Of  the  reported  cases,  60  per  cent  are 
female.  Waldenstrom  reports  having  records  of  over 
600  Swedish  cases. 

The  patients  are  not  sun  sensitive  but  occasional- 
ly develop  a generalized  darkening  of  their  skin. 
Chart  II  designates  the  major  drugs  that  will  precipi- 
tate or  intensify  an  acute  episode.  Fatality  may  re- 
sult from  using  a barbiturate  as  a pre-anesthetic  for 
surgical  exploration.  However,  Demerol  and  Thora- 
zine can  be  used  to  treat  the  abdominal  pain,  periph- 
eral neuropathies,  and  psychic  disturbances.  The  dis- 
ease usually  first  appears  in  about  the  third  decade 
of  life,  and  may  be  associated  with  hyperbeta  lipo- 
proteinemia.^*^ 

Porphyria  Variegata 

Porphyria  Variegata  (Porphyria  Cutanea  Tarda — 
Hereditaria  South  African  Genetic  Porphyria — 
Mixed  Porphyria,  Proto-coproporphyria)  clinically 
resembles  acquired  type  P.C.T.,  but  in  addition,  the 
patient  may  have  occasional  episodes  resembling 
A.I.P.  The  disease  is  inherited  as  an  autosomal  dom- 
inant and  was  traced  by  Dean  (in  1959)  to  a single 
marriage  of  two  Dutch  settlers  in  South  Africa  in  the 
year  1688.^  There  are  about  9,000  cases  alive  to- 
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CHART  I 

CLASSIFICATIONS  OF  THE  PORPHYRIAS 

A.  Liver 

1.  A.I.P. 

Acute  Intermittent  Porphyria 

2.  P.V. 

Porphyria  Variegata 

3.  P.C.T.-A. 

Porphyria  Cutanea  Tarda- 
Acquisita 

4.  C.-H. 

Coproporphyria-Hereditaria 

B.  Bone  Marrow 

1.  C.E.P. 

Congenital  Erythropoietic 
Porphyria 

2.  C.E.  proto  P. 

(Congenital)  Erythropoietic 
Proto  Porphyria 

3.  C.E.  copro  P. 

(Congenital)  Erythropoietic 
Copro  Porphyria 

day.’  The  symptoms  usually  first  occur  in  the  second 
or  third  decade  of  life.  The  men  tend  to  have  a 
greater  share  of  the  skin  manifestations  than  do 
women,  while  the  women  tend  to  have  A. I. P. -like 
episodes.®  The  A. I. P. -like  episodes  may  consist  of 
abdominal  pain,  neuritis  or  psychic  problems,  and 
dark  colored  urine.  The  neuritis  of  P.V.  is  distin- 
guished from  the  neuritis  in  A.I.P.  in  that,  if  the  pa- 
tient survives  the  episode  (the  greater  majority  do), 
there  is  no  residual  nerve  deficit.  Between  episodes 
the  patient  may  have  excessive  stool  and  urine  cop- 
roporphyrins, and  stool  protoporphyrins,  but  with 
the  episodes  there  is  an  outpouring  of  porphobilino- 
gen as  in  A.I.P.  Rimington  and  his  associates  have 
reported  in  this  condition  a hydrophylic  porphyrin 
(designated  X porphyrin)  similar  to  uroporphyrin 
except  that  it  is  bound  to  protein. The  same 
drugs  that  precipitate  acute  episodes  in  A.I.P.  pre- 
cipitate similar  episodes  in  P.V.  (Chart  II). 

Porphyria  Cutanea  Tarda- Acquisita  (Symptomat- 
ica) (North  American  Cutaneous  Porphyria,  Uro- 
coproporphyria.  Constitutional  Porphyria,  Turkish 
Porphyria,  African  Bantu  Porphyria)  is  clinically 
characterized  by  the  features  listed  in  Chart  III.  Al- 
though the  great  majority  of  cases  present  with  an 
acquired  disease  not  found  in  other  members  of  the 
same  family,  some  investigators  suggest  that  a ge- 
netic propensity  for  the  disease  may  be  necessary  in 
order  to  acquire  it.  The  onset  usually  is  from  the 
fifth  through  the  seventh  decades,  although  onset  in 
childhood  has  been  reported.®'^  It  is  more  common 
in  males  than  in  females  in  the  United  States.  The 
precipitating  factors  are  listed  in  Chart  II.  The  pa- 
tients characteristically  have  excessive  urinary  and 
stool  uroporphyrins,  and  urinary  and  stool  copro- 
porphyrins. The  patients  do  not  have  episodes  of  ab- 
dominal pain  or  peripheral  neuropathies. 

In  1957  the  United  States  supplied  Turkey  with 


wheat  treated  with  the  fungicide  Hexachloroben- 
zene.  The  wheat  was  intended  for  planting  but  was 
made  into  bread,  etc.,  and  sold  in  the  markets. 
About  5,000  cases  of  porphyria  resulted,  mostly  in 
children.®  Clinically,  they  resemble  the  American 
style  of  P.C.T.,  with  an  additional  feature  of  very 
marked  facial  and  body  hair  growth,  resulting  in  the 
patients  being  given  the  appellation  “Monkey  Chil- 
dren.” Biochemically  they  resemble  other  acquired 
P.C.T.s.  Acquired  P.C.T.  also  is  seen  notably  in  the 
wine  farming  families  of  Cape  Town,  South  Africa, 
and  in  the  urbanized,  beer-drinking  South  African 
Bantu,  who  may  have  nutritional  cirrhosis  as  well.® 
Malignant®"  and  benign  tumors®  of  the  liver  may 
be  associated,  rarely,  with  acquired  P.C.T. 


CHART  H 

EFFECT  OF  DRUGS  ON  PORPHYRIA 

AIP 

PCT-H  PCT-A* 

Barbituratest  

~rr 

-H- 

0 

Sulfonamides  

-H- 

++ 

0? 

Griseofulvin  

++ 

++ 

0§ 

Estrogens®  

-H- 

+ 

- 

Alcohol  

+ 

+ 

-f 

Chloroquine 

9 

9 

' ‘ 

+ Adverse  effect. 

++  Marked  adverse  effect. 

0 No  effect. 

? Unknown. 

+ Possibly  Sulfonal  (Sulfonomethane). 

§ May  aggravate  an  extant  case,  but  probably  will  not 
induce  the  disease.^ 

* Hepatomas”  Hexachlorbenzene,  2-4  Dichlorphenol.  2- 
4-6  Trichlorophenol,  and  possibly  Arsenic,  Chlordiaze- 
poxide  (Librium),^®  Meprobamate  (Miltown),^®  Isopropyl- 
meprobamate  (Soma),""'  Diphenylhydantoin  (Dilantin),® 
Methsuximide  (Celontin),®  Tolsutamide  (Orinase),®  and 
Ergot  derivatives®  may  precipitate  this  disorder. 

t Recent  reports  in^cate  that  Phenobarbital  may  pre- 
vent excessive  ALA  synthetase  formation,  thereby  pro- 
tecting the  patient  with  hepatic  porphyrin.” 


Coproporphyria  Hereditaria 

Coproporphyria  hereditaria  is  inherited  as  an  au- 
tosomal dominant.  This  disease  is  biochemically  and 
clinically  similar  to  P.V.  except  that  excessive  proto- 
porphyrins are  not  found  in  the  stool,  and  (exclusive 
of  one  reported  case  of  a patient  with  sun  sensitivi- 
ty), there  are  no  cutaneous  manifestations.^'  There 
are  about  30  reported  cases  of  Coproporphyria  he- 
reditaria. 

Congenital  Erythropoietic  Porphyria  (Gunther's 
Porphyria)  is  inherited  as  an  autosomal  recessive 
found  in  equal  numbers  in  both  male  and  female. 
There  were  about  65  cases  reported  from  the  first 
description  of  the  disease  made  in  1874,  until  1966. 
The  cases  have  a very  wide  geographic  and  racial 
distribution.  Historians  have  theorized  that  patients 
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afflicted  with  this  disorder  may  have  represented  the 
werewolves  of  the  Middle  Ages  in  Europe. They 
clinically  may  present  with  increased  facial  or  body 
hair  growth,  brown  teeth,  sclerodactylia,  severe  scar- 
ring, and  generalized  melanosis.  Marked  sun  sensi- 
tivity and  photophobia  may  have  prompted  sufferers 
to  venture  out  of  shelter  only  at  night. 

Biochemically,  patients  with  this  disease  have  ex- 
cessive urine  and  stool  uro-  and  coproporphyrins, 
resulting  in  dark  colored  urine.  The  disease  is 
thought  to  be  caused  by  a defect  in  the  bone  mar- 
row. About  5 per  cent  of  the  nuclei  of  proerythro- 
cytes will  give  a relatively  persistent  fluorescence 
using  appropriate  ultra  violet  light  (UVL).  The  cy- 
toplasm of  the  cell  also  may  fluoresce.®  Roentgeno- 
graphs are  said  to  show  characteristic  atrophy  of  the 
terminal  phalanges,  decreased  density  of  the  cancel- 
lous parts  of  long  bones,  and  occasional  soft  tissue 
calcifications. 

Congenital  Erythropoietic  Protoporphyria  is  in- 
herited as  an  autosomal  dominant  with  incomplete 
penetrance  and  is  twice  as  common  in  males  as  in 
females.  It  was  first  described  by  Magnus  in  1961.®^ 
Since  then,  so  many  cases  have  been  reported  that 
its  true  incidence  would  be  difficult  to  estimate.^® 
Many  of  the  cases  of  Hydroa  Estivale  reported  pri- 
or to  1961  probably  represent  this  entity.^®  Symp- 
toms characteristic  of  this  disease  include  the  pres- 
ence of  pruritis,  erythema,  edema,  or  hives  follow- 
ing sun  exposure.  A history  of  burning  pain  20  min- 
utes after  exposure  to  sun  that  has  passed  through 
window  glass  (i.e.,  long  UVL)  is  very  suggestive  of 
protoporphyria.  The  onset  of  the  disease  usually  oc- 
curs in  childhood.  The  chronic  cutaneous  manifesta- 
tions are  “chicken  wire”  scars  on  the  cheeks  and 
nose,  thickened,  rugose  skin  over  the  dorsum  of  the 
hands,  and  slight  hyperpigmentation  of  exposed 
skin.-®  There  is  an  increased  incidence  of  gallstones 
in  protoporphyrins.®  Only  one  fatal  case  has  been  re- 
ported; in  that  case,  the  patient’s  disease  was  associ- 
ated with  hepatic  cirrhosis.®  In  some  patients  the 
disease  may  disappear  at  puberty. 

Biochemically,  patients  with  this  disease  have  an 
increase  in  stool,  serum,  or  Rbc  protoporphyrins, 
and  an  increase  in  Rbc  and  serum  coproporphyrins. 
This  disorder  is  thought  to  be  caused  by  a bone  mar- 
row defect  with  15  per  cent  of  the  normoblasts  re- 
vealing a transient  fluorescence  of  their  cytoplasms. 
About  15  per  cent  of  the  peripheral  blood  erythro- 
cytes also  fluoresce.  It  is  reported  that  the  liver  also 
contributes  to  the  synthesis  of  protoporphyrin  in 
this  condition.® 

Erythropoietic  Coproporphyria  is  clinically  identi- 
cal to  erythropoietic  protoporphyria,  except  that 
erythrocyte  coproporphyrins  are  found  in  greater  ex- 
cess than  are  erythrocyte  uroporphyrins  or  proto- 


CHART m 

PORPHYRIA  CUTANEA  TARDA-ACQUISITA 
CLINICAL  MANIFESTATIONS 


Red,  purple,  or  dark  urine 

Sun  sensitivity  of  exposed  areas 

Blisters  on  exposed  areas;  secondary  scarring 

Suffusion  of  face  and  upper  trunk 

Conjunctival  injection — “blood  shot  eyes” 

Darkening  of  scalp  and  eyebrow  hair 
Hypertrichosis  of  face 

Hyperpigmentation  of  exposed  areas;  occasionally  gen- 
eralized 

Sclerodermoid  appearance  of  hands,  face,  and  neck 
“Morphea”  of  chest  and  trunk 
Comedones  of  hairline 

Discrete  pigmented  macules  of  hands  and  face 


porphyrins.  There  is  only  one  reported  case,  which 
occurred  in  the  daughter  of  a woman  with  elevated 
erythrocyte  coproporphyrins. 

Biochemistry  of  Porphyrias 

The  porphyrins  are  metabolic  intermediates  in  the 
synthesis  of  Heme.  A simplification  of  the  general 
pathway  is  illustrated  in  Chart  IV.  The  inserted 
numbers  represent  enzymes. 

Enzyme  1 (Delta  Amino  Levulenic  Acid  synthe- 
tase) generally  has  been  considered  to  be  the  rate- 
limiting  enzyme  for  the  porphyrin  metabolic  path- 
way. It  is  synthetized  de  novo  in  excess  in  the  he- 
patic porphyrias,  according  to  Granick.^®  The  defect 
was  thought  to  be  an  abnormality  in  the  negative 
feedback  system  in  which  Heme  and  aporepressor 
no  longer  adequately  repressed  the  operator  gene  re- 
sponsible for  the  synthesis  of  A ALA  synthetase.^® 
Recently,  a substance  has  been  found  in  human  plas- 
ma capable  of  inducing  this  enzyme.-^  Other  authors 
have  confirmed  the  presence  of  an  excess  of  this  en- 
zyme in  A.I.P.,2®  P.V.ii  and  P.C.T.-A.®i  Recently, 
Marver  found  that  it  was  not  increased  in  P.C.T.- 
A.2® 

Enzyme  4a  was  suggested  as  responsible  for  over- 
production of  the  porphyrin  I series  in  C.E.P.,'^®  in 
association  with  a defect  in  enzyme  5,®’  not  al- 
lowing the  isomerization  of  the  I isomer  to  the  III 
isomer  of  uroporphyrinogen.  Romeo  recently  found 
in  his  laboratory  that  enzyme  5 was  decreased,  but 
that  enzyme  4a  was  normal  in  C.E.P.®^ 

Enzyme  4b  has  been  found  to  be  decreased  in 
A.I.P.,®®  and  normal  in  P.C.T.-A.®®  This  may  account 
for  the  20  per  cent  reduction  of  mean  blood  volume 
in  A.I.P. 

A deficiency  in  enzymes  6 and  8 was  suggested 
by  Waldenstrom  and  Haeger  as  the  defect  in  P.C.T.- 
A.®-  Heilman-’  and  Rimington’-^  suggested  that  an 
overactivity  of  enzymes  7 and  9,  due  to  a shift  of  the 
re-dox  potential  in  the  liver,  accounted  for  the  bio- 
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CHART  IV 

METABOLISM  OF  PORPHYRINS 


Succinate 

“h 

Glycine 

1 

AALA 

2 

PBG 3^ 


Uro  1 Copro  I 

— 4a >Uro  — Gen  I >Copro-gen  I 

\ t 

4b  I 5 

^ 4, 

Uro-P  gen  HI 6 — ->Copro-gen  HI 8->  Proto-gen 

'I'  7 9 Np  10,  11 

Uro-P  HI  Copro  III  Proto 

4- 

Fe  & globin 
4 

Hg 


Uro-gen  = uroporphyrinogen 
Copro-gen  = coproporphyrinogen 
AALA  = delta  amino  levulenic  acid 
PBG  = porphobilinogen 


Uro-P  --  uroporphyrin 
Copro-P  = coproporphyrin 
Proto  P = protoporphyrin 
Proto-gen  = protoporphyrinogen 


Enzyme 

1 delta  amino  levulenic  acid  synthetase 

2 delta  amino  levulenic  acid  de-hydrase 

3 porphobilinogen  deaminase 

4a  uroporphyrinogen  I synthetase 
4b  uroporphyrinogen  HI  synthetase 
5 uroporphyrinogen  isomerase 


Enzyme 

6 uroporphyrinogen  de  carboxylase 

7 uroporphyrinogen  oxidase 

8 coproporphyrinogen  decarboxylase 

9 coproporphyrinogen  oxidase 

10  Heme  synthetase 

11  glutathione 


Note:  Enzyme  4b  and  5 may  be  identical.  Enzyme  3 and  4a  may  be  identical. 


chemical  findings  in  P.C.T.-A.  Uroporphyrin  and 
Coproporphyrin  apparently  cannot  be  returned  to 
their  reduced  states  in  vivo. 

Tschudy  suggested  that  C.E.P.  additionally  had 
a deficiency  of  Heme  synthetase  (10)  to  account  for 
the  anemia. 

As  a result  of  these  defects  (or,  perhaps,  in  spite 
of  ignorance  concerning  the  actual  defects),  diag- 
nosis can  be  made  on  the  basis  of  the  excess  porphy- 
rin produced,  as  illustrated  in  Chart  V.  The  example 
values  are  listed  as  1+,  2+,  etc.  because  of  the  wide 
variation  of  specific  values  in  different  patients  and 
in  different  laboratories. 

Excessive  porphyrin  metabolism  may  occur  sec- 
ondary to  other  diseases  or  to  toxins,  but  is  not  con- 
sidered to  indicate  a diagnosis  of  porphyria.  Lead 
intoxication  can  cause  excessive  urine  uroporphy- 
rins; it  also  can  cause  stool  and  urine  coproporphy- 
rins. Excessive  urine  coproporphyrins  can  be  found 
secondary  to  polio,  liver  diseases,  acute  alcoholism, 
hemolitic  anemia  and  Hodgkin’s  disease.  Excessive 
stool  protoporphyrins  will  appear  after  an  episode 
of  gastrointestinal  bleeding. 

Vitamin  tablets  may  cause  the  urine  to  be  a deep 
yellow  color,  but  the  urine  will  not  fluoresce  the 
characteristic  orange-red  color  of  porphyrins. 


Relationship  Between  Iron  and  Porphyria 
Cutanea  Tarda-Aequisita 

Patients  with  P.C.T.-A.  sometimes  are  found  to 
have  elevated  serum  iron,  or  greater  than  70  per  cent 
transferrin  saturation. This  is  thought  to  be  due 
to  increased  absorption  rather  than  decreased  utiliza- 
tion of  iron.^®  P.C.T.-A.  is  occasionally  associated 
with  polycythemia  and  with  abnormal  liver  function 
tests. Many  authors  have  said  that  repeated  phle- 
botomies ameliorate  the  clinical  symptoms  as  well 
as  the  porphyrinurea  of  P.C.T.-A.  patients.-- 
This  amelioration  possibly  is  caused  by  stimulation 
of  Heme  synthetase. However,  there  has  been  no 
consistent  relationship  between  serum  or  bone  mar- 
row iron  stores,  the  degree  of  transferrin  satura- 
tion, and  the  effects  of  phlebotomies.-^  The  relation- 
ship between  P.C.T.-A.  and  iron  remains  essentially 
unknown.^--  Recently,  aspiration  biopsy  of  the  liver 
and  semi-quantitative  grading  of  the  fluorescent  ma- 
terial have  been  described  as  useful  tools  for  diag- 
nosing P.C.T.-A.^^ 

Proposed  Mechanisms  for  Phototoxicity 
of  Porphyrins 

Porphyrins  in  skin  are  photo  reactive  compounds. 
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They  absorb  energy  (particularly  ultraviolet  light  of 
about  4000  A wavelengths causing  the  porphyrin 
molecule  to  change  from  the  ground  state  (unen- 
ergized) to  the  singlet;  then  to  the  triplet  state  (en- 
ergized).^^ After  a small  fraction  of  a second,  the 
porphyrins  spontaneously  return  to  the  ground  state, 
releasing  their  energy  to  surrounding  molecules 
which  make  up  the  various  constituents  of  skin.  The 
surrounding  molecules  possibly  may  be  damaged  by 
resultant  oxidation.^^ 

Experimentally,  uroporphyrins,  coproporphyrins, 
and  protoporphyrins  have  been  injected  into  the 
skin  of  rodents,  followed  by  irradiation  with  4000 
A UVL,  resulting  in  damage  to  the  lysosomes  of  ad- 
jacent cells  and  a subsequent  release  of  the  hydroly- 
tic lysosomal  enzymes.^^  Histamine  is  also  released 
at  this  time.^^ 

Hematoporphyrin  injected  into  skin,  followed  by 
UVL  irradiation,  has  been  shown  to  cause  the  de- 
polymerization of  hyaluronic  acid.  Hematoporphy- 
rins,  however,  do  not  occur  in  the  porphyrias  in 
man.^® 

Lead  intoxication  and  iron  deficiency  anemia  may 
result  in  elevated  Rbc  protoporphyrins,  but  not  in 
sun  sensitivity;  consequently,  sun  sensitivity  in  proto- 
porphyria seems  to  be  caused  by  elevated  serum, 
rather  than  by  Rbc  protoporphyrin.'^^ 

Therapy  of  the  Porphyrias 

Acute  Intermittent  Porphyria  usually  is  diagnosed 
and  treated  by  internists  and  surgeons;  seldom  by 


dermatologists.  Prevention  of  an  attack  by  avoidance 
of  the  drugs  listed  in  Chart  II  is  obviously  indicated. 
Therapy  for  the  attack  consists  of  replacing,  with 
intravenous  saline,  the  sudden  drop  in  sodium  and 
chloride  that  occurs  with  the  attack.  Demerol  or 
Thorazine  can  be  used  safely  for  pain  or  psychic 
disturbances.  A respirator  is  used  if  respiratory  pa- 
ralysis supervenes.  Chelators  such  as  EDTA  and 
Dimercaprol  are  used  commonly.  Adenosine  mono 
phosphoric  acid,  which  supposedly  promoted  the 
more  efficient  synthesis  of  purines  instead  of  porphy- 
rins, no  longer  is  considered  useful.®^  Actinomycin-D 
has  been  proposed  recently  as  an  effective  treat- 
ment.®" Patients  with  this  disease  are  not  sun  sensi- 
tive and,  therefore,  they  require  no  particular  pro- 
tection from  the  sun. 

The  acute  episodes  of  porphyria  variegata  are 
treated  in  an  identical  manner,  with  the  addition  of 
Propranol,  an  adenergic  blocking  agent,  which  has 
been  reported  to  ameliorate  acute  episodes.^  The  sun 
sensitive  features  of  P.V.  can  be  treated  in  the  same 
manner  as  those  of  P.C.T.-A.,  which  are  discussed 
below. 

The  most  important  point  in  the  therapy  of  Por- 
phyria Cutanea  Tarda- Acquisita  is  the  identification 
and  prohibition  of  the  offending  drug.  Alcohol  is  the 
most  common  cause,  and  is  difficult  to  prohibit.'^® 
When  alcohol  or  another  drug  is  stopped,  and  that 
drug  has  induced  the  disease,  the  patient  usually  has 
a gradual  recovery  within  the  next  following  months. 


CHART  V 


A.ALA  PEG  Uro  P Co  pro  P Proto  P X Porphyrin 

Urine  Urine  Urine  Stool  Plasma  Rbc  Urine  Stool  Plasma  Rbc  Stool  Plasma  Rbc  Urine  Stool 


A.I.P. 

3+# 

3+# 

1+# 

1+# 

+ 

1^ 

1+# 

P.V. 

3+# 

3+# 

1+# 

+ 

1+ 

3+ 

± 

3+ 

P.C.T.-A. 

3+ 

1+ 

+ 

1+ 

1+ 

± 

C.-H. 

3+# 

3+# 

1+# 

1+ 

1+ 

1+ 

3+ 

3+ 

2+ 

2+ 

C.E.P. 

3+ 

2+ 

2+ 

3+ 

3+ 

2+ 

1+ 

3+ 

1+ 

1+ 

C.E.  proto  P. 

+ 

1+* 

1+* 

1+*  1+* 

3+* 

C.E.  copro  P. 

2+ 

+ 

3+ 

1+ 

Note:  Protoporphyrin  is  not  found  in  the  urine. 

* In  protoporphyria  the  excess  protoporphyrin  may  be  found  in  just  one  or  in  a combination  of  the  blocks  marked. 
Excessive  plasma  protoporphyrins  appear  more  likely  to  be  associated  with  photosensitivity  than  does  Rbc  protopor- 
phyrin. 

^ = During  A.I.P.  or  A.I.P.-like  episodes 
± = Sometimes  present  or  sometimes  elevated 
1+  = slight 
2+  = moderate 
3+  = marked 

A.I.P.  = Acute  Intermittent  Porphyria 
P.V.  = Porphyria  Variegata 
P.C.T.A.  = Porphyria  Cutanea  Tarda-Acquisita 
C.-H.  = Coproporphyria-Hereditaria 
C.E.P.  = Congenital  Erythropoetic  Porphyria 
C.E.  proto  P.  = (Congenital)  Erythropoietic  proto  Porphyria 
C.E.  copro  P.  = (Congenital)  Erythropoietic  copro  Porphyria 


AALA  = Delta  amino  levulenic  acid 

PEG  = porphobilinogen 

Uro  P = uroporphyrin 

Copro  P = coproporphyrin 

Proto  P = protoporphyrin 
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P.C.T.-A.  caused  by  hepatic  tumors  usually  is  re- 
lieved by  removal  of  the  tumor. 

The  second  most  important  therapeutic  point  is 
the  protection  of  the  patient  from  UVL  by  means 
of  sun  avoidance,  wide  brimmed  hats,  long  sleeved 
shirts,  gloves,  and  sun  screens. 

Aclclitional  Approaches 

Additional  therapeutic  approaches  can  be  dis- 
cussed under  four  headings:  Phlebotomy;  Chloro- 
quine;  Metabolic  Alkalinization;  and.  Chelation. 

Phlebotomies  are  considered  by  many  authors  to 
be  helpful,^^-  but  others  are  less  enthusias- 

tic.*- The  mechanism  of  action  is  unknown,-^-  *-• 
but  therapy  is  said  to  relieve  the  clinical  symp- 
toms, reverse  the  abnormal  liver  function  tests,  and 
reduce  the  excretion  of  porphyrins.  The  procedure 
involves  the  removal  of  500  cc  of  whole  blood  at 
three-day  to  one-month  intervals,  until  a cure  is  ob- 
tained. “Significant”  anemia  is  considered  to  be  con- 
traindication by  most  authors,  although  some  will 
give  the  patient  supplemental  iron  in  order  to  con- 
tinue the  bleedings. 

Chloroquine  has  been  contraindicated  classically 
for  P.C.T.  Saltzer,  Redeker,  and  Wilson,  in  1968,®- 
used  0.5  gm  twice  a week  for  seven  months,  result- 
ing in  significant  toxicity  (notably  fever  and  mal- 
aise), associated  with  a great  increase  in  urine  por- 
phyrins, followed  thereafter  by  improvement  in  clin- 
ical symptoms,  liver  function  tests,  and  return  of  se- 
rum iron  and  urine  porphyrin  levels  to  normal. 

In  1970,  Vogler,  Galambos  and  Olansky,^"  used 
0.5  gm  q.d.  for  eight  days  and  obtained  similar  re- 
sults. In  1970,  Hunter  and  Donald-^  used  75  mg 
twice  a week  for  the  same  good  results,  and  with 
very  little  or  no  toxicity. 

The  mechanism  is  thought  to  be  the  binding  of 
chloroquine  to  porphyrin,  then  subsequent  rupture 
and  release  of  the  porphyrins  from  the  mitochon- 
dria and  lysosomes  of  hepatic  cells.  Electron  micros- 
copy shows  extensive  mitochrondrial  damage. 

Metabolic  alkalinization  involves  giving  the  pa- 
tient 4-5  grams  of  sodium  bicarbonate  in  divided 
doses  q.i.d.  and  attempting  to  keep  the  urine  at  an 
alkaline  pH.**  After  an  initial  outpouring  of  porphy- 
rins there  may  be  a return  toward  normal  of  serum 
iron,  liver  function  tests,  and  urine  porphyrin  lev- 
els.The  patient  may  be  improved  clinically  and 
there  is  no  toxicity.  Polycitrate,  beginning  with  15 
mg  q.i.d.,  could  be  tried  if  excess  sodium  is  contra- 
indicated in  the  patient. 

Porphyrins  are  polyvalent  weak  organic  acids. 
Coproporphyrin  has  an  effective  pKa  of  7.2,  and  at  an 
acid  pH  it  is  unionized  and  fat  soluble;  it  will  not 


cross  a lipid  biologic  membrane.  (Above  a pH  of 
7.2,  the  coproporphyrin  is  greater  than  50  per  cent 
ionized  and  water  soluble,  but  not  fat  soluble;  and, 
it  will  not  cross  a lipid  biologic  membrane.)*’  If  cop- 
roporphyrin is  passed  into  urine  when  the  pH  is 
above  7.2,  the  ionized  portion  will  not  back-diffuse 
passively  through  the  distal  renal  tubular  wall.*’ 
Therefore,  by  alkalinization  of  the  urine  to  a pH  of 
7 to  8,  coproporphyrin,  once  filtered  or  secreted  into 
the  renal  tubule,  will  tend  to  remain  within  the  tu- 
bule and  to  be  excreted.^  If  coproporphyrin  is  excret- 
ed in  amounts  greater  than  its  production,  the  body 
content  will  be  depleted  gradually. 

In  the  porphyrin  metabolic  pathway,  uroporphy- 
rinogen is  converted  to  coproporphyrinogen.  It  . 
seems  reasonable  to  suppose  that  the  elevated  stores  : 
of  uroporphyrin  also  will  be  depleted  as  newly 
formed  uroporphyrinogen  is  directed  toward  copro- 
porphyrinogen, when  coproporphyrin  has  been  de-  , 
pie  ted.*’’* 

Many  chelation  agents  have  been  tried  in  the  ; 
treatment  of  P.C.T.  Desferrioxamine  is  thought  to  be  f 
useless.®*  However,  d-penicillamine--  and  cholesty-  \ 
ramine®*  have  been  reported  to  be  useful.  Another  ; 
chelator,  sodium  calcium  EDTA,  which  possibly 
chelates  both  Zn*^  and  porphyrins,®*  is  reported  to  j 
give  excellent  clinical  results.  j 

Congenital  Erythropoietic  Porphyria  is  treated  by  j 
sun  protection  and  metabolic  alkalinization.**  In-  I 
duced  polycythemia  may  decrease  temporarily  the  ^ 
synthesis  of  porphyrins,-*  but  probably  is  a demon-  j 
stration  of  a negative  feedback  system  rather  than  | 
a possible  form  of  therapy.  I 

Protoporphyria  is  treated  mainly  by  sun  protec-  j 
tion  and  sun  screens,  particularly  Dihydroxy  acetone  ; 
and  Lawsone  cream.^*  The  latter  has  not  been  found  j 
useful  by  all  investigators.^*  Antihistamine  therapy 
is  generally  disappointing.**  Vitamin  E was  found 
to  be  of  abnormally  low  serum  level  in  six  of  seven  j 
protoporphyrics  and  beneficial  when  administered 
to  all  seven  of  these  patients.^*  Perhaps  the  most  in- 
teresting development  in  the  therapy  of  protoporphy- 
ria is  oral  B.  carotene.  The  three  patients  treated 
with  oral  B.  carotene  showed  marked  clinical  im- 
provement.*® 

Carotinoids  are  photo  reactive  compounds  and 
are  known  in  photobiology  to  quench  free  radicals 
and  singlet-excited  oxygen.  It  has  been  considered 
possible  that  the  carotinoids  protect  the  porphyrins 
from  photoreactivity  by  absorbing  the  UVL  that 
reaches  the  skin.  (It  also  has  been  noted  that  a de- 
crease in  plasma  protoporphyrins,  but  not  Rbc  or 
stool  protoporphyrins,  occurs.)  This  new  form  of 
therapy  seems  worthy  of  further  investigation.*® 
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REPORT  OF  COMMITTEE  ON  CONSTITUTION  AND  BYLAWS 


At  the  1971  meeting  of  the  MAG  House  of  Delegates 
it  was  voted  to  approve  the  matter  of  the  Association 
Treasurer  becoming  an  elected  officer  with  voting  mem- 
bership on  the  MAG  Council.  It  was  further  voted  that 
all  the  necessary  amendments  to  accomplish  this  objec- 
tive should  be  published  in  the  JMAG  prior  to  May, 
1972.  The  following  amendments  to  the  MAG  Con- 
stitution and  Bylaws  to  accomplish  the  above  purposes 
have  been  approved  by  the  Council  and  will  be  pre- 
sented to  the  1972  House  of  Delegates  meeting  for  rati- 
fication: 

A.  Amendments  to  the  Constitution 

1.  Amend  Article  V.,  Section  1,  of  the  Constitution 
by  deleting  from  the  third  line  of  the  present  Section  1 
the  word  “Treasurer.”  Section  1 of  Article  V.  as  amend- 
ed will  then  read  as  follows: 

SECTION  1.  COMPOSITION.  The  House  of  Dele- 
gates is  composed  of  delegates  elected  by  the  com- 
ponent county  medical  societies  as  provided  in  the  By- 
laws. The  officers,  the  Past  Presidents  of  the  Associa- 
tion, the  Editor  of  the  Journal,  delegates  to  the  AMA, 
the  Executive  Director  and  chairmen  of  standing  com- 
mittees shall  be  ex-officio  members  of  the  House  of 
Delegates  without  the  right  to  vote. 

2.  Amend  Article  VI.,  Section  1,  by  inserting  in  the 
third  line  thereof  between  the  word  “Secretary”  and  the 
word  “Speaker”  the  word  “Treasurer.”  Also  delete  the 
words  “the  Treasurer”  in  line  4. 

Section  1 of  Article  VI.  as  amended  will  then  read  as 
follows: 

SECTION  1.  COMPOSITION.  Council  is  composed 
of  the  President,  the  President-Elect,  the  Immediate 


Past  President,  the  two  preceding  Immediate  Past  Presi- 
dents, two  Vice-Presidents,  Secretary,  Treasurer,  Speak- 
er of  the  House  of  Delegates  and  Councilors  as  provided 
by  the  Bylaws.  Delegates  to  the  AMA,  the  Editor  of  the 
Journal  and  the  Executive  Director  shall  be  ex-officio 
members  of  Council  without  the  right  to  vote.  Vice- 
Councilors  shall  be  ex-officio  members  except  in  the 
absence  of  their  respective  Councilors  as  provided  for 
in  the  Bylaws.  The  Vice-Speaker  shall  be  an  ex-officio 
member  except  in  the  absence  of  the  Speaker  as  pro- 
vided for  in  the  Bylaws. 

3.  Amend  Article  IX.,  Section  1,  by  inserting  in  the 
second  line  thereof  between  the  word  “Secretary”  and 
the  word  “the,”  the  words  “the  Treasurer.” 

Section  1 of  Article  IX.  as  amended  will  then  read 
as  follows: 

SECTION  1.  DESIGNATION.  The  officers  of  the 
Association  shall  be  a President,  President-Elect,  two 
Vice-Presidents,  the  Immediate  Past  President,  the 
Secretary,  the  Treasurer,  the  Speaker  of  the  House  of 
Delegates,  the  Vice-Speaker  of  the  House  of  Delegates, 
the  Councilors  and  Vice-Councilors  as  provided  for  in 
the  Bylaws. 

4.  Amend  Article  IX.,  Section  4,  by  inserting  in  the 
second  line  thereof  between  the  word  “Secretary”  and 
the  word  “Speaker”  the  words  “the  Treasurer.” 

Section  4 of  Article  IX.  as  amended  w'ill  then  read 
as  follows: 

SECTION  4.  TERMS  OF  OTHER  OFFICERS. 
Other  officers  shall  be  elected  for  terms  of  one  year  each 
except  the  Secretary,  the  Treasurer.  Speaker  of  the 
House  of  Delegates,  Vice-Speaker  of  the  House  of  Del- 
egates and  the  Councilors  and  Vice-Councilors,  who 
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shall  serve  for  three  years.  One-third  of  the  Councilors 
and  Vice-Councilors  shall  be  elected  annually.  All  of- 
ficers shall  serve  until  their  successors  are  elected  and 
installed. 

B.  Amendments  to  the  Bylaws 

1.  Amend  Chapter  IV.,  Section  1,  first  paragraph,  of 
the  Bylaws  by  inserting  in  line  3 thereof  between  the 
word  “Secretary”  and  the  word  “Speaker”  the  word 
“Treasurer.”  The  first  paragraph  of  Section  1 of  Chapter 
IV.  as  amended  will  then  read  as  follows: 

SECTION  1.  COMPOSITION.  The  Council  is  com- 
posed of  the  President,  the  President-Elect,  the  Im- 
mediate Past  President  who  shall  serve  as  a full  mem- 
ber of  Council  for  a period  of  3 years,  two  Vice-Presi- 
dents, Secretary,  Treasurer,  Speaker  of  the  House  of 
Delegates  or  Vice-Speaker  of  the  House  of  Delegates 
and  Councilors  or  Vice-Councilors  selected  as  follows: 

2.  Amend  Chapter  IV.  Section  1,  last  paragraph,  by 
deleting  from  the  next  to  last  line  of  said  paragraph  the 
words  “the  Treasurer.”  The  last  paragraph  of  Section  1 
of  Chapter  IV.  as  amended  will  then  read  as  follows: 

Vice-Councilors  shall  be  ex-officio  members  of 
Council  without  the  right  to  vote  except  in  the  absence 
of  their  respective  Councilors,  when  they  shall  serve  as 
Councilors.  The  Vice-Speaker  shall  be  an  ex-officio 
member  of  Council  without  the  right  to  vote  except  in 
the  absence  of  the  Speaker,  when  he  shall  serve  in  the 
Speaker’s  stead.  Delegates  to  the  American  Medical  As- 
sociation, the  Editor  of  the  Journal,  and  the  Executive 
Director  shall  be  ex-officio  members  of  Council  with- 
out the  right  to  vote. 

3.  Amend  Chapter  IV.,  Section  3,  by  inserting  in 
line  4 thereof  between  the  word  “Secretary”  and  the 
word  “the”  the  words  “the  Treasurer.”  Section  3 of 
Chapter  IV.  as  amended  will  then  read  as  follows: 

SECTION  3.  EXECUTIVE  COMMITTEE.  The 
Council  shall  organize  an  Executive  Committee  at  the 
organization  meeting.  The  Executive  Committee  shall 
be  composed  of  the  President,  who  shall  serve  as  Chair- 
man of  the  Executive  Committee,  the  President-Elect, 
the  Immediate  Past  President,  the  First  Vice-President, 
the  Secretary,  the  Treasurer,  the  Chairman  of  Council, 
who  shall  serve  as  Vice-Chairman  of  the  Committee, 
and  the  Chairman  of  the  Council  Committee  on  Fi- 
nance. The  Second  Vice-President  and  the  Speaker  of 
the  House  of  Delegates,  or  in  his  absence,  the  Vice- 
Speaker,  shall  be  ex-officio,  non-voting  members  of  the 
Executive  Committee.  The  Executive  Committee  shall 
meet  monthly  between  meetings  of  Council.  At  any 
duly  called  meeting  of  the  committee  for  which  proper 
notice  has  been  given,  any  three  (3)  members  of  the 
Committee  shall  constitute  a quorum.  The  Committee 
shall  make  recommendations  to  the  Council  and  shall 
carry  out  such  items  of  business  as  are  referred  to  it. 
The  Executive  Committee  shall  appoint  all  Association 
Committees,  including  chairmen,  and  shall  nominate 
members  for  all  Boards  required  by  the  laws  of  the 
State  of  Georgia  on  recommendation  of  the  district 
societies  where  applicable,  not  otherwise  provided  for, 
subject  to  confirmation  by  Council  and  shall  serve  as 
Publications  Committee  of  the  Journal.  The  Executive 
Committee  shall  recommend  to  Council  the  terms  of 
employment  and  salaries  of  all  personnel  necessary  to 
conduct  the  affairs  of  the  Association.  The  Executive 
Committee  shall  be  empowered  to  select  an  Executive 


Director  who  shall  be  responsible  to  the  Executive  Com- 
mittee for  his  action  and  for  the  operation  of  the  Head- 
quarters Office,  subject  to  the  approval  of  Council.  The 
Executive  Committee  between  meetings  of  Council  shall 
have  the  authority  and  power  of  Council  in  the  field  of 
legislative  activity.  The  Executive  Committee  shall  act 
as  Board  of  Trustees  directing  the  Executive  Director 
in  carrying  out  the  mandates  and  policies  of  the  Coun- 
cil and  the  House  of  Delegates.  Between  meetings  of 
the  Executive  Committee,  the  Chairman  of  the  Execu- 
tive Committee  of  Council  or  his  duly  appointed  rep- 
resentative shall  direct  the  Executive  Director  as  to 
undetermined  matters  of  policy. 

4.  Amend  Chapter  V.,  Section  1,  line  3,  by  inserting 
therein  between  the  word  “Secretary”  and  the  word 
“the,”  the  words  “the  Treasurer”;  also  amend  line  8 by 
inserting  between  the  word  “Secretary”  and  the  word 
“and,”  the  words  “the  Treasurer”;  also  amend  the  next 
to  the  last  line  of  same  section  by  inserting  therein  be- 
tween the  word  “Secretary”  and  the  word  “or,”  the 
words  “or  Treasurer.”  Section  1 of  Chapter  V.  as 
amended  will  then  read  as  follows: 

SECTION  1.  OFFICERS  AND  TERMS  OF  OF- 
FICE. The  officers  of  the  Association  are  the  President, 
President-Elect,  two  Vice  Presidents,  the  Immediate 
Past  President,  the  Secretary,  the  Treasurer,  the  Speaker 
of  the  House  of  Delegates,  the  Vice-Speaker  of  the 
House  of  Delegates,  and  the  Councilors  and  Vice- 
Councilors.  The  President-Elect  shall  be  elected  annually 
and  shall  become  President  at  the  time  of  the  next  An- 
nual Session.  The  Second  Vice  President  shall  be  elected 
annually  and  shall  become  First  Vice  President  at  the 
time  of  the  next  Annual  Session.  The  Speaker  of  the 
House  of  Delegates,  the  Vice-Speaker  of  the  House  of 
Delegates,  the  Secretary,  the  Treasurer,  and  the  Coun- 
cilors and  Vice-Councilors  shall  serve  for  terms  of  three 
years.  Delegates  and  Alternate  Delegates  to  the  Amer- 
ican Medical  Association  shall  serve  in  accordance  with 
the  Constitution  and  Bylaws  of  the  American  Medical 
Association  and  shall  be  elected  in  accordance  with 
provisions  of  these  bylaws  consistent  therewith.  All 
other  officers  shall  serve  for  one  year.  No  member 
shall  hold  the  office  of  Secretary,  or  Treasurer,  or 
Speaker  of  the  House  of  Delegates  more  than  two  con- 
secutive terms. 

5.  Amend  Chapter  V.,  Section  2 by  deleting  the 
words  “and  of”  in  the  second  line  and  inserting  the 
word  “Treasurer”  between  the  words  “Secretary”  and 
“Delegates.” 

6.  Amend  Chapter  VI.,  Section  4,  of  the  Bylaws  by 
adopting  a new  sub-section  4(B),  and  redesignating  the 
present  subsection  4(B)  as  subsection  4(C).  The  new 
subsection  4(B)  shall  read  as  follows: 

SECTION  4.  TREASURER.  (B)  The  Treasurer 
shall  be  a member  in  good  standing  for  at  least  three 
years  prior  to  his  election  and  may  not  be  the  same 
member  who  holds  the  Office  of  Secretary.  He  shall  be 
an  officer  of  the  Association  and  a voting  member  of 
the  Council  and  of  the  Executive  Committee  of  Council. 
He  shall  be  an  ex-officio  member  without  the  right  to 
vote  of  the  House  of  Delegates.  The  Treasurer  shall 
give  bond  in  such  sum  as  may  be  fixed  by  the  Council, 
the  premium  on  such  bond  to  be  paid  by  the  Associa- 
tion. 

7.  Amend  Chapter  VIII.  of  the  Bylaws  by  deleting 
the  present  Section  1,  and  then  renumbering  the  present 
Sections  2 and  3 as  Sections  1 and  2 of  Chapter  VIII. 
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It  ii'ould  appear  from  the  author’s 

experience  that  both  of  these  agents  are 
effective  as  alternatives  to  penicillin  in 
the  control  of  these  infections. 


A Comparison  of  Clindamycin  and 
Erythromycin  in  Beta -Hemolytic 
Streptococcal  Infections 

MICHAEL  K.  LEVINE,  M.D.  and  JEROME  D.  BERMAN,  M.D.,  Atlanta 


Synopsis-Abstract 

Clindamycin  and  erythromycin  estolate  were  compared 
bacteriologically  and  clinically  in  a double-blind  random- 
ized study  using  107  children  with  Group  A,  beta-hemolytic 
streptococcal  throat  infections.  Cultures  were  taken  pre- 
treatment, during  therapy,  at  the  end  of  10  days  of  therapy 
and  10  to  21  days  after  termination  of  therapy.  Of  the 
evaluable  patients — 47  on  clindamycin  and  52  on  erythro- 
mycin— the  clinical  cure  rate  was  similar  although  a trend 
M>as  present  in  favor  of  clindamycin.  Post-treatment  cultures 
demonstrated  no  significant  difference  between  the  two 
drugs.  There  were  no  side  effects  and  all  patients  recovered 
uneventfully.  The  investigators  concluded  that  clindamycin 
is  as  effective  as  erythromycin  estolate  and  both  are  satis- 
factory alternatives  to  penicillin  in  these  common  strepto- 
coccal infections  of  the  upper  respiratory  tract. 

' J.  HE  GOALS  OF  ANTIBIOTIC  THERAPY  in  GrOUp  A 
Streptococcal  infections  are  to  eradicate  the  organ- 
isms, achieve  prompt  clinical  improvement,  prevent 
suppurative  complications  and  to  eliminate  the  anti- 
genic stimulus  felt  to  be  responsible  for  the  non- 
suppurative complications  of  rheumatic  heart  dis- 
ease and  glomerulonephritis.  Penicillin  is  generally 
regarded  as  the  drug  of  choice  in  meeting  these 
goals. - However,  because  allergic  reactions  often 
are  a problem  and  also  since  there  is  a recurrence 
rate  of  about  20  per  cent  when  penicillin  G or  V is 
administered  orally  for  10  days,^’  ^ other  antibiotics 
are  being  used  as  alternatives.  Among  these,  eryth- 
romycin stands  out  as  one  of  the  best — it  is  effec- 
tive and  is  responsible  for  few  side  effects.^"*^  The 
only  reported  serious  complication  to  erythromycin 
therapy  is  reversible  hepatotoxicity.'^  Controlled 
studies  to  reject  or  confirm  these  retrospective  re- 
ports have  not  been  performed. 

Another  antibiotic,  which  has  shown  considerable 
promise  in  a variety  of  infections,  is  clindamycin 
(Cleocin®).  It  has  been  under  intense  clinical  in- 
vestigation for  several  years,  and  will  soon  be  avail- 
able for  general  use.  This  report  gives  the  results  of 
a controlled  study  to  compare  the  efficacy  and  re- 


currence or  relapse  rates  of  erythromycin  estolate 
(Ilosone®)  and  clindamycin  in  the  treatment  of 
Group  A,  beta-hemolytic  streptococcal  throat  infec- 
tions. 

Since  the  pharmacology,  indications  and  dosage 
of  erythromycin  estolate  are  available  in  standard 
texts,  we  will  summarize  the  pertinent  data  on 
clindamycin  only. 

Clindamycin 

Clindamycin  is  produced  by  a chemical  substitu- 
tion of  the  7 (R) -hydroxyl  group  of  the  parent  com- 
pound lincomycin.*  In  a study  conducted  in  healthy, 
fasting  children,  weighing  72  to  85  pounds  and  ad- 
ministered 8 mg/kg/day,  it  was  shown  that  clinda-  ' 
mycin  was  rapidly  absorbed,  peak  serum  levels  oc- 
curring at  0.6  hours  and  the  mean  peak  average 
was  2.56  mcg/ml.^®  Serum  levels  following  multiple  i 
doses  of  clindamycin  for  up  to  14  days  show  no  \ 
accumulation  or  altered  drug  metabolism.  It  is  pres-  j 
ently  available  as  hard-filled  capsules  for  oral  ad-  i 
ministration.  The  drug  is  highly  active  against  gram- 
positive organisms  but  has  little  activity  against 
most  gram-negative  strains. Concomitant  ad- 
ministration of  food  does  not  adversely  affect  the 
amount  absorbed.  Serum  levels  are  above  the  iti  vitro  | 
minimum  bactericidal  concentrations  for  most  sus-  j 
ceptible  organisms  for  at  least  six  hours  following  ' 
the  usual  recommended  doses.  The  organisms  sen-  > 
sitive  to  clindamycin  in  vitro  include  staphylococci  i 
(including  penicillinase  producing  and  methicillin-  i 
resistant  strains).  Streptococcus  viridans,  Streptococ- 
cus  pyogenes,  Diplococcus  pneumoniae,  Clostridium  ‘i 
spp.,  Corynebacterium  diphtheriae,  Bacteroides  spp.,  ‘j 
Actinomyces  spp.,  and  Mycoplasma  pneumoniae.®  i 
The  antibiotic  is  not  active  against  Streptococcus : J 
faecalis.  Clindamycin  has  been  well  tolerated  by , ' 
healthy  volunteers  in  doses  of  2 gm  a day  for  14 
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TABLE  I 

SIGNS  AND  SYMPTOMS  DURING  THERAPY 


Evaluation  Sign  or  Clindamycin  Erythromycin 


Period 

Symptom 

Abs. 

Mild 

Mod. 

Sev. 

Present 

Abs. 

Mild 

Mod. 

Sev. 

Present 

Pre-treatment 

5 

32 

10 



42 

4 

30 

14 

4 

48 

During  treat. 

Sore  throat 

40 

6 

1 

— 

7 

37 

14* 

— 

— 

14 

End  of  ther. 

45 

2 

— 

— 

2 

47 

5 

— 

— 

5 

Pre-ti-eatment 

10 

24 

13 



37 

6 

30 

13 

3 

46 

During  treat. 

Fever 

43 

3 

1 

— 

4 

44 

7* 

— 

— 

7 

End  of  ther. 

46 

1 

— 

— 

1 

52 

— 

— 

— 

— 

Pre-treatment 

Enlargement 

22 

15 

6 

4 

25 

29 

14 

6 

3 

23 

During  treat. 

of  anterior 

38 

8 

1 

— 

9 

43 

7* 

1 

— 

8 

End  of  ther. 

cervical  nodes 

45 

2 

— 

— 

2 

51 

1 

— 

— 

1 

Pre-treatment 

Scarlet  fever 

40 

4 

3 



7 

47 

2 

3 



5 

Dui'ing  treat. 

rash 

40 

1 

— 

— 

1 

49 

2* 

— 

— 

2 

End  of  ther. 

47 

— 

— 

— 

— 

52 

— 

— 

— 

— 

Pre-treatment 

Nasal  speech 

44 

2 





2 

51 



1 



1 

During  treat. 

without 

42 

2 

— 

— 

2 

45 

6* 

— 

— 

6 

End  of  ther. 

rhinorrhea 

46 

1 

— 

— 

1 

51 

1 

— 

— 

1 

* Not  recorded  for  1 patient. 


days.  Side  effects  thus  far  reported  are  limited 
chiefly  to  mild  gastrointestinal  complaints.  The  rec- 
ommended pediatric  dosage  in  mild  to  moderately 
severe  infections  is  eight  to  16  mg/kg/day  divided 
into  three  or  four  equal  doses.  In  severe  infections, 
the  dosage  may  be  increased  to  20  mg/kg/day. 

Study  Design 

The  study  population  consisted  of  107  children 
with  proven  Group  A beta-hemolytic  streptococcal 
throat  infections.  The  ages  ranged  from  one  to  16 
years  and  the  minimum  body  weight  was  15  lbs.  AU 
of  the  patients  had  a sore  throat  and  a positive  cul- 
ture— at  least  10  per  cent  of  the  colonies  were 
typical  for  Group  A beta-hemolytic  streptococci.  In 
addition,  each  patient  had  at  least  three  of  the  fol- 
lowing acceptable  clinical  signs (1)  fever,  (2) 
marked  redness  or  edema  of  the  oral  pharynx,  (3) 
pharyngeal  or  tonsillar  exudate,  (4)  petechiae  with 
redness  of  the  oral  pharynx,  (5)  enlarged,  tender 
anterior  cervical  nodes,  (6)  scarlet  fever  rash,  and 
(7)  nasal  speech  without  rhinorrhea.  Patients  were 
assigned  randomly  on  a double-blind  basis. 

Fifty-four  patients  were  started  on  clindamycin 
and  53  on  erythromycin.  In  order  to  maintain  the 
double-blind  nature  of  the  study,  the  dosages  ad- 
ministered were  based  on  the  recommended  dosage 
for  clindamycin.  The  duration  of  therapy  was  10 
days  for  all  patients.  For  some  of  the  younger  chil- 
dren, it  was  necessary  to  open  the  capsules  and 
give  the  medication  in  orange  juice  or  with  honey  to 
facilitate  acceptance. 

125  mg  of  erythromycin  was  considered  to  be 
equivalent  in  activity  to  75  mg  of  clindamycin  for 


the  purposes  of  this  study. 

The  patients  were  evaluated  clinically  and  bacte- 
riologically  before  therapy,  during  therapy,  at  the 
end  of  the  therapy  and  at  follow-up,  10-21  days  af- 
ter termination  of  therapy  to  determine  bacterio- 
logic  relapse.  While  the  duration  of  therapy  was  al- 
ways 10  days,  a few  of  the  patients  were  evaluated 
earlier  or  later  if  the  last  day  came  on  a weekend. 
Throat  cultures  were  taken  at  each  of  these  evalua- 
tion times.  WBC  counts,  differentials  and  urinalyses 
were  performed  before  therapy  and  at  the  end  of 
therapy  for  each  patient. 

Data  to  determine  clinical  response  were  obtained 
from  physical  findings  at  the  evaluation  periods  and 
from  the  answers  to  a fixed  set  of  questions  by  the 
parents  18  to  72  hours  after  the  onset  of  therapy. 
These  questions  concerned  disappearance  of  fever, 
soreness  of  throat,  size  and  tenderness  of  anterior 
cervical  glands,  nasality  of  voice  in  the  absence  of 
rhinorrhea,  disappearance  of  scarlatiniform  rash, 
and  general  disposition. 

Results 

Eight  patients  were  removed  from  the  study  for 
the  following  reasons:  three  patients  from  the  clin- 
damycin group  and  one  from  the  erythromycin 
group  would  not  accept  medication  (capsules  had 
been  opened) ; the  initial  cultures  from  two  pa- 
tients were  not  Group  A,  beta-hemolytic  strepto- 
cocci; one  patient  developed  enuresis  while  tak- 
ing clindamycin  and  one  patient’s  name  was  con- 
fused with  another.  The  clinical  and  statistical  anal- 
yses are  therefore  based  on  47  patients  in  the  clin- 
damycin group  and  52  in  the  erythromycin  group. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


Age,  sex,  race,  height  and  weight/dose  were  ana- 
lyzed by  the  method  and  there  were  no  statistical- 
ly significant  differences  between  the  two  treatment 
groups.  Two  patients  on  clindamycin  and  six  on 
erythromycin  had  a history  of  allergic  disease  such 
as  hay  fever  and  asthma.  There  was  no  significant 
difference  between  the  two  drugs  as  far  as  the 
clinical  response  was  concerned.  All  patients  in  both 
groups  were  clinically  well  at  the  3rd  evaluation 
period — 20-21  days  from  beginning  therapy. 

Table  I gives  the  decrease  in  signs  and  symptoms 
of  Group  A,  beta-hemolytic  streptococcal  throat  in- 
fections during  therapy.  There  were  no  statistically 
significant  differences  between  groups  for  any  of 
these  signs  and  symptoms. 

Table  II  shows  the  results  of  the  initial  and  follow- 
up cultures.  While  there  is  no  statistical  significance, 
there  is,  however,  a trend  indicating  more  Group 
A,  beta-hemolytic  streptococci  in  the  follow-up  cul- 
tures in  the  erythromycin  group. 

The  hematologic  findings  were  similar  for  both 
groups.  There  were  no  side  effects  reported  in 
either  treatment  group  and  all  patients  recovered 
without  complications. 

Discussion 

Because  a pediatric  formulation  was  not  avail- 
able when  this  study  was  conducted,  it  was  necessary 
to  open  the  capsules  for  some  of  the  smaller  chil- 
dren. Unfortunately,  clindamycin  has  a bitter  taste 
that  is  difficult  to  disguise.  Therefore,  it  is  not  sur- 
prising that  three  of  the  patients  on  clindamycin  re- 
fused medication  and  were  dropped  from  the  study. 

The  two  groups  were  very  similar  in  terms  of 
demography  and  the  signs  and  symptoms  of  Group 
A,  beta-hemolytic  streptococcal  infection.  The  de- 
crease in  signs  and  symptoms  was  earlier  in  the 
clindamycin  group  at  the  evaluation  conducted  dur- 
ing therapy,  although  the  difference  was  not  statis- 
tically significant.  Both  antibiotics  produced  clinical 
cure.  There  were  no  side  effects  in  either  treatment 
group  and  all  the  patients  reeovered  uneventfully. 
There  were  fewer  bacteriologic  recurrences  in  the 
clindamycin  group  (5/44-11.3  per  cent)  than  in 
the  erythromycin  group  (7/46-15.2  per  cent).  Re- 
currences were  lower  than  those  for  penicillin  as  re- 
ported in  the  literature.  Although  the  trend  seemed 
to  favor  clindamycin,  the  number  of  patients  was 
too  small  to  demonstrate  statistical  significance. 

The  results  of  an  uncontrolled  study  we  conduct- 
ed on  the  efficacy  of  clindamycin  in  BHS  infections 
was  recently  published. This  present  report  simply 
confirmed  the  impression  gained  from  our  previous 
clinical  experience.  We  conclude  that  clindamycin 
is  as  effective  as  erythromycin  estolate  and  both  are 
satisfactory  alternatives  to  penicillin  in  these  com- 


TABLE n 

CULTURE  POSITIVE  FOR  GROUP  A, 
BETA-HEMOLYTIC  STREPTOCOCCI 

Evaluation 

Period 

Clindamycin 
47  Pts. 

Erthromycin 
52  Pts. 

Pre-treatment  

47/47  (100%) 

52/52 

(100%) 

During  therapy 
(2-6  days)  

0/47  (0%) 

3/52 

(5.8%) 

End  of  therapy  . . . 

0/43  (0%) 

2/52* 

(3.8%) 

Post  therapy 
(10-21  days  after 
therapy 

terminated)  . . . . 

5/44  (11.35%) 

7/46 

(15.21%) 

* One  patient  with  positive  end  of  therapy  culture  had 
a negative  culture  at  the  follow  up. 


mon  streptococcal  infections  of  the  upper  respira- 
tory tract. 

6500  Vernon  Woods  Dr.,  N.E. 
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EDITORIALS 


Welcome  to  Macon 

Dn  behalf  of  the  Bibb  County  Medical  Society,  may  I extend  to  you  the 
warmest  welcome  to  the  118th  annual  session  of  the  Medical  Association  of 
Georgia  which  will  meet  in  Macon  on  May  11-14. 

Although  we  still  claim  the  warmth  and  easy  accessibility  of  the  small  town,  we 
believe  you  will  love  our  many  elegant  hotel  and  motel  facilities,  smart  shops,  and 
unusual  dining  spots.  Historically,  we  can  offer  much  in  the  Ocmulgee  National 
Monument,  Hay  and  Cannon  Ball  Houses,  and  the  Sidney  Lanier  Cottage,  to  men- 
tion a few.  Our  Museum  of  Arts  and  Sciences,  new  Coliseum,  and  our  splendid 
colleges  and  universities  are  sources  of  pride.  We  have  added  a new  hospital  and 
new  additions  are  almost  finished  on  all  the  hospitals  since  your  last  visit  in  Macon. 
A self-guided  Heritage  Tour  is  available  through  the  Chamber  of  Commerce  Office. 

Special  art  exhibits,  an  antique  car  show,  and  special  sporting  events  should 
have  something  of  interest  for  everyone.  The  interstate  highways  empty  into  the 
center  of  town,  making  us  within  easy  driving  range. 

Finally,  we  extend  you  a special  welcome  to  the  Bibb  County  Medical  Society 
Social  Hour  on  Saturday  P.M.,  May  13.  We  are  all  anxious  to  make  your  stay 
pleasant — call  on  any  of  us — “What  can  we  do  for  you?” 

L.  E.  Dickey,  M.D. 

President  of  Bibb  County  Medical  Society 

Prostaglandins 

' X HE  PROSTAGLANDINS,  a family  of  compounds  endogenous  to  the  animal  king- 
dom,  possess  potent  biological  activities  that  rival  norepinephrine  and  the  steroids 
in  their  diversity.  A potentially  important  but  poorly  defined  physiological  role 
and  their  tremendous  therapeutic  potential  has  stimulated  extensive  research  on 
the  prostaglandins  in  recent  years  with  considerable  resultant  publicity  in  the  lay 
and  scientific  press. 

The  term  prostaglandin,  a relative  misnomer,  arose  from  the  observations  by 
von  Euler  and  Goldblatt  in  the  1930’s  that  a lipid  material,  present  in  semen  and 
seminal  tissues,  exerted  potent  contractile  effects  on  uterine  smooth  muscle.  These 
compounds  are  now  known  to  be  20  carbon,  unsaturated  hydroxy  fatty  acids  char- 
acterized by  a cyclopentane  ring  at  Cs-Ci2.  Two  primary  prostaglandin  types 
(PGE  and  PGF)  and  a third  important  derivative  (PGA)  differ  only  in  the  oxy- 
gen and  hydrogen  atoms  present  at  the  Cg  and  Cn  positions.  Sub-types  are  further 
defined  by  the  number  of  side  chain  double  bonds;  e.g.,  PGEi,  PGEo,  and 
PGE3.  Biosynthesis  of  prostaglandins  from  essential  fatty  acids  occurs  in  most 
tissues  and  can  be  induced  by  mechanical  stress,  neural  stimulation  and  a variety 
of  hormones.  Metabolism  to  partially  or  totally  inactive  compounds  occurs  rapidly, 
with  the  lung  and  liver  being  particularly  effective  for  the  breakdown  of  circulating 
prostaglandins. 

Effective  prostaglandin  biosynthetic  preparations  and  a total  chemical  synthesis 
have  made  a variety  of  prostaglandin  compounds  available  for  pharmacological 
testing.  Most  prostaglandin  biological  actions  are  type  and  species  specific  and 
appear  to  be  direct;  i.e.,  they  do  not  involve  neural  reflex  activation  or  the  re- 
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lease  of  other  endogenous  compounds.  The  array  of  prostaglandin  pharmacological 
effects  includes:  vasodilatation  and  positive  cardiac  inotropism  and  chronotropism; 
natriuretic  and  diuretic  renal  actions;  type  specific  actions  on  platelet  aggregation, 
reduction  of  gastric  acid  secretion  and  increased  gastric  and  intestinal  motility;  in- 
creased uterine  and  tubal  motility  and  tone,  luteolysis,  and  increased  sperm  motility; 
bronchial  dilatation;  miosis  and  increased  intraocular  pressure;  an  antilipolytic  ac- 
tion; and  important  interactions  with  a number  of  hormones. 

Physiological  Role 

The  physiological  role  of  prostaglandins  remains  a challenging  biologic  puzzle. 
In  view  of  their  ubiquitous  distribution,  rapid  metabolism  and  diverse  activity, 
prostaglandins  do  not  appear  to  be  hormones  in  the  classic  sense  but  may  rather 
serve  as  important  local  metabolic  and  vascular  regulator  substances.  An  appeal- 
ing hypothesis  proposes  that  prostaglandin  synthesis  occurs  in  the  phospholipid 
portion  of  cell  membranes  as  required  for  the  control  of  certain  membrane  func- 
tions and  for  the  modulation  of  neural  and  hormonal  “messenger  traffic”  across  the 
cell  membrane.  A number  of  prostaglandin  actions  on  cellular  calcium  kinetics 
and  on  intracellular  cyclic- AMP  (“second  messenger”)  activity  have  been  demon- 
strated and  these  findings  lend  support  to  the  stated  hypothesis.  In  addition,  the 
prostaglandins  may  play  an  important  role  in  the  pathology  of  inflammatory  re- 
sponses to  trauma  or  infection  through  the  mechanisms  of  vasodilation,  altered 
vascular  permeability,  and  local  metabolic  alterations.  Recent  reports  may  in  part 
explain  the  anti-inflammatory  effect  of  aspirin  by  the  demonstration  of  an  aspirin 
inhibitory  action  on  prostaglandin  synthesis. 

Two  major  factors  have  impeded  the  efforts  of  investigators  to  better  define  the 
physiological  and  pathological  roles  of  prostaglandins.  First,  prostaglandin  assay  is 
difficult,  time  consuming  and  expensive,  although  recent  advances  in  chemical  sepa- 
ration and  in  the  radio-immunoassay  technique  promise  to  implement  the  analysis 
of  blood  and  tissue  prostaglandins;  and  secondly,  an  effective  pharmacologic  block- 
ing agent  for  in  vivo  prostaglandin  activity  is  not  available. 

Clinical  Applications 

Many  clinical  applications  for  the  prostaglandins  have  been  suggested  and  a 
number  of  clinical  trials  are  underway  at  present.  Considerable  experience  has 
been  acquired  in  the  use  of  prostaglandins  for  the  induction  of  both  labor  and 
abortion.  The  intravenous  and  intravaginal  administration  of  prostaglandins  ap- 
pears to  produce  effective  uterine  contractions  of  a physiological  type  without  del- 
eterious effects  to  mother  or  fetus.  At  present  the  use  of  prostaglandins  for  the  in- 
duction of  abortion  in  the  first  trimester  of  pregnancy  does  not  appear  to  offer 
an  improvement  over  existing  techniques,  whereas  the  available  data  suggests  that 
their  use  for  second  trimester  abortion  may  be  the  method  of  choice.  The  adminis- 
tration of  prostaglandins  for  the  purpose  of  birth  control  is  an  exciting  but  rela- 
tively unexplored  application. 

The  potent,  direct  vasodilator  activity  of  certain  prostaglandins  coupled  with  their 
natriuretic  and  diuretic  properties  may  prove  useful  as  anti-hypertensive  therapy 
in  acute  situations,  particularly  in  the  presence  of  heart  failure.  Long  term  anti- 
hypertensive therapy  with  prostaglandins  will  depend  on  the  development  of  an 
oral  preparation  free  from  deleterious  side  effects.  Additional  areas  of  therapeutic 
interest  include  the  use  of  prostaglandins  as  bronchodilators,  as  nasal  decongestants, 
and  for  the  control  of  gastric  acidity  in  the  therapy  of  peptic  ulcer  disease. 

Continued  basic  and  clinical  research  in  prostaglandin  physiology  and  pharma- 
cology win  hopefully  answer  the  many  questions  of  vital  interest  posed  by  these 
unique  compounds. 

Donald  O.  Nutter,  M.D. 

Emory  University  School  of  Medicine,  Atlanta 
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LOCATION  OF  HOTELS  AND  MOTELS  IN  MACON 


*A  block  of  rooms  is 
being  held  for  MAG 
members  at  these 
hotels/motels . 


HOTEL  AND  MOTEL  FACILI  S 
MACON,  GEORGIA* 


□■a 


On, 


mai 


Alpine  Lodge 
Ambassador  Motel 
Brown's  Motel 
City  Auditorium 
Convention  Bureau 
Greater  Macon  Chamber  of 
Courtesy  Court  Motel 
Dempsey  Motor  Hotel 
Heritage  Motel 
Holiday  Inn  of  Macon 
Holiday  Inn  West 
Howard  Johnson's  Motor  Lode 
Macon  Coliseum 
Macon  Plaza  Motel 
Quality  Courts  Motel  South 
Sheraton  Motor  Inn 
Town  Pavilion  of  Macon 


Macon  Hilton 


THE  ANNUAL  SESSION-A  MINI-SCHEDULE 


Thursday,  May  11,  1972 

8:30  a.m. — Registration  Opens 

9:00  a.m. — Specialty  Society  Meetings  (See  March 
Program  Issue) 

2:00  p.m. — ^Auxiliary  Pre-Convention  Executive  Board 
Meeting 

6:30  p.m. — Specialty  Society  Receptions  and  Dinners 
(See  March  Program  Issue) 

Friday,  May  12,  1972 

9:00  a.m. — First  General  Session 

First  Session,  House  of  Delegates 
Featured  Speaker:  “Government  Con- 

trolled Medical  Care” 

10:00  a.m. — -Auxiliary  General  Meeting 

2:00  p.m. — General  Meeting — “Health  Care  Delivery 
Systems — Past,  Present  and  Future” 


6:30  p.m. — Alumni  Receptions  and  Dinners 

Saturday,  May  13,  1972 

9:00  a.m. — Reference  Committee  Meetings 
10:00  a.m. — Auxiliary  General  Meeting 
2:00  p.m. — General  Meeting — “Venereal  Disease.”' 
“Sex  in  Schools”  and  “Dynamics  of  Vio- 
lence” 

6:30  p.m. — ^Annual  Reception  and  Banquet 

Sunday,  May  14,  1972 

7:00  a.m. — Prayer  Breakfast 
9:00  a.m. — Second  General  Session 

Second  Session,  House  of  Delegates 
9:00  a.m. — Auxiliary  Post-Convention  Executive  Board 
Meeting 

12:00  noon — Adjournment 
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Medical  Association  of  Georgia 
Annual  Session 

May  11-14,  1972 — Macon,  Georgia 
RESERVATION  REQUEST 

1.  Please  complete  this  form  and  mail  to:  Reservation  Department 

(Motel/Hotel  of  your  choice) 

Macon,  Georgia  (Proper  Zip  Code) 

2.  Special  reservation  forms  will  be  mailed  to  Officers,  Councilors,  Delegates  and  Special  Out-of-State  Guest  Speakers. 

3.  Assignment  of  rooms  will  be  made  in  order  of  receipt  of  reservation.  If  possible  confirmation  will  be  in  accordance  with 
preference  indicated;  if  not,  best  substitute  will  be  made. 

4.  Unreserved  accommodations  will  be  released  on  April  20,  1972. 

5.  Rooms  will  not  be  ready  for  occupancy  until  2:00  p.m.  on  day  of  arrival.  Check-out  time  is  1:00  p.m.  on  your  departure 
date. 


6.  A quick  check  out  card  will  be  placed  in  each  room  at  the  Macon  Hilton  Hotel.  Turn 
you  will  be  billed  later. 

this  in  at  Registration  Desk  and 

DAILY  MOTEL/HOTEL  ROOM 

RATES— EUROPEAN  PLAN  (Meals 

not  included) 

Bedroom 

Each  Additional 

NAME  OF  MOTEL 

1-2  persons 

Person 

Alpine  Motor  Inn 

Single— $10.00-11.00 

$2.50 

1990  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $14.50-15.00 

$2.50 

Dempsey  Motor  Hotel 

Single— $10.00-14.00 

$3.00 

P.O.  Box  127,  Macon,  Ga.  31202 

Double— $16.00-20.00 

$3.00 

Holiday  Inn  of  Macon 

Single — $13.50 

1044  Riverside  Dr.,  Macon,  Ga.  31202 

Double — $16.00 

Howard  Johnson’s  Motor  Lodge 

Single— $13.00-16.00 

$3.00 

2566  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $18.00-21.00 

$3.00 

Macon  Hilton  Hotel 

Single — $17.00 

$6.00 

P.O.  Box  144,  Macon,  Ga.  31202 

Double — $23.00 

$6.00 

Sheraton  Motor  Inn 

Single— $12.00-16.00 

$3.00 

2737  Sheraton  Dr.,  Macon,  Ga.  31202 

Double— $15.00-19.00 

$3.00 

Town  Pavilion  Motel 

Single— $10.00-11.00 

$3.00 

Broadway  at  Walnut  Street,  Macon,  Ga.  31202 

Double— $13.00-14.00 

$3.00 

Cul  out  and  send  to  motel/hotel  of  your  choice: 

I Please  type  or  print 

J 

; Please  reserve  from  block  of  rooms  being  held  for: 


MEDICAL  ASSOCIATION  OF  GEORGIA  ANNUAL  SESSION 

MAY  11-14,  1972 


NAME 


ADDRESS 


CITY  & STATE  ZIP 


ARRIVAL  DATE  DEPARTURE  DATE 


type  of  accommodations  desired  for  # of  persons 
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PRESIDENT'S  LETTER 


RIDE  IT  HARD 

I AM  SURE  there  is  not  one  among  you  who  does  not  have  some  favorite  pastime 
that  he  enjoys  losing  himself  in  when  he  feels  he  must  get  away  from  the  pressures 
of  responsibility  that  go  along  with  the  everyday  push  and  grind  of  the  practice 
of  medicine.  Sir  William  Osier  said,  “No  man  is  really  happy  or  safe  without  a 
hobby,  and  it  makes  precious  little  difference  what  the  outside  interest  may  be — 
botany,  beatles,  or  butterflies — anything  will  do  so  long  as  he  straddles  a hobby  and 
rides  it  hard.”  The  dictionary  says  it  is  an  interest,  occupation,  or  activity  engaged 
in  primarily  for  pleasure.  There  are  others  who  say  it  is  something  one  goes  nuts 
over  to  keep  from  going  nuts.  No  matter  which  definition  you  prefer,  it  does  give 
one  a freedom  from  responsibility  and  availability  and  a chance  to  do  one’s  own 
thing.  Seldom  does  it  involve  much  mental  challenge,  but  it  does  allow  one  to  leave 
the  crowd  and  the  phones  behind  and  along  the  way  you  could  pick  up  the  re- 
freshing associations  of  some  non-medical  people.  To  be  taken  completely  out  of 
the  world  of  medicine  is  far  cheaper  than  psychiatry  and  it  is  an  easy  way  to  get  a 
recharge  in  your  battery.  Whatever  you  do  in  your  so-called  after  hours  or  leisure 
time  I’m  sure  needs  no  apology,  and  so  long  as  it  is  “legit”  it’s  bound  to  keep  you 
more  refreshed  and  better  able  to  tackle  your  day-to-day  problems.  So,  along  with 
Dr.  Osier,  I say  stick  with  it  and  “ride  it  hard.” 

Being  in  solo  practice,  having  other  outside  interests  along  with  trying  to  make 
good  as  President  of  MAG  this  year  by  participating  as  near  as  possible  in  all  the 
activities  required  of  a president,  would  seem  to  cut  me  a little  short  in  hobby  time. 
But,  feeling  as  I do — that  the  hobbies  help  to  make  the  other  things  easier  and 
more  enjoyable — I have  still  found  some  time  for  them. 

Presidential  Hobby 

My  particular  yen  is  for  history  and  anything  connected  with  the  Civil  War, 
along  with  a crazy  obsession  to  collect  items  that  others  would  consider  worthless. 
Items  that  would  be  lost  to  future  generations  unless  someone  took  the  time  to  find 
and  preserve  them.  As  an  investment,  my  collectibles  would  be  rated  ’way  down 
the  list  by  those  who  ride  their  hobby  with  a profit  in  mind,  but  it’s  fun  and  re- 
laxation to  me  and  I like  and  enjoy  it  and,  after  all,  that’s  what  a hobby  is  for. 
Just  what  do  I collect  mostly? 

(1)  Confederate  Money — some  10  to  15  thousand  dollars’  worth.  (That  is, 
what  it  was  worth  in  1861-1864.)  I have  at  least  one  of  nearly  every  type  bill  is- 
sued. 

(2)  TB  Christmas  Seals — at  least  one  of  every  one  issued  in  the  U.  S.  since  the 
idea  started  (1907)  and  foreign  TB  Christmas  seals  from  some  60  of  the  nearly 
100  countries  that  have  issued  them.  Most  of  them  are  beautiful  and  usually  depict 
something  that  is  characteristic  of  the  country  of  their  origin.  Many  of  the  countries 
are  no  longer  in  existence,  and  the  names  of  some  of  the  others  will  make  you 
reach  for  your  world  atlas.  Can  you  think  of  anything  crazier  to  prize  and  collect 
to  keep  from  going  crazy? 
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(3)  Political  Campaign  Buttons — some  go  back  to  Lincoln.  Some  folks  would 
like  to  forget  old  political  campaigns  but  this  would  not  make  them  so.  If  it  were 
possible  to  forget  the  campaigns  and  the  politicians,  maybe  there  are  a few  we  are 
stuck  with  at  the  present  time  we  would  like  to  blot  out. 

This  gives  you  some  idea  just  how  you  can  get  involved.  You  really  don’t  have 
to  be  crazy  to  do  it,  but  I’ll  admit  it  does  help. 

I believe  it  would  be  a good  feature  for  the  MAG  Journal  to  have  a “Hobby 
Page,”  and  each  month  those  who  cared  to  could  share  their  experiences  and  this 
page  might  be  a medium  of  helping  others  in  getting  started,  or  swapping  some- 
thing you  have  for  something  you  have  been  looking  for  and  unable  to  find,  or 
just  exchanging  ideas. 

Did  you  realize  that  come  next  month — that  is,  with  the  May  issue  of  the 
Journal — you  will  no  longer  have  to  read  the  President’s  Page  coming  from  me 
and  you  will  have  a new  face  to  look  upon?  Maybe  after  all  this  you  have  just 
read,  you’ll  be  glad.  You  know  there  are  still  just  two  sure  things  in  life — death 
and  taxes — and  both  of  them  leave  you  in  a hole. 

See  you  next  month. 


W.  C.  Mitchell,  M.D. 

President,  Medical  Association  of  Ga. 
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CANCER  DETECTION 

S.  ANGIER  WILLS,  M.D.,  F.A.C.S.,  Decatur 

X_Jntil  a curative  therapy  for  metastatic  carcinoma  is  available,  it  is  neces- 
sary that  members  of  the  medical  profession  direct  their  attention  to  those  prac- 
tical measures  that  will  allow  the  early  detection  of  malignant  tumors.  In  that  yet 
to  be  defined  segment  of  the  population  whose  tumors  remain  either  localized  or 
in  a reversible  state  and  can  be  benefitted  by  early  detection  of  their  tumors,  lies 
the  challenge  to  the  practicing  physicians  to  find  these  lesions  as  soon  as  possible. 

The  first  requirement  for  such  a program  depends  upon  the  patient  understand- 
ing the  need  for  such  a periodic  investigation  and  his  willingness  to  present  him- 
self for  such  an  investigation.  Given  the  Utopian  situation  in  which  the  population 
will  do  this,  the  uncomfortable  problem  that  still  exists  is  that  cancer  is  a silent 
disease  and  that  by  the  time  the  patient  is  aware  of  an  abnormality  we  are  in 
truth  dealing  not  with  early  cancer  but  with  late  cancer.  For  example,  by  the  time 
an  ordinary  breast  cancer  has  reached  the  size  of  two  and  one-half  centimeters  it 
has  already  gone  through  three-fourths  of  its  life  history  in  terms  of  its  doubling 
time  and  metastatic  potential. 

However,  it  would  be  unreasonable  to  stay  immobilized  waiting  for  the  invention 
of  a diagnostic  tool  for  the  revealing  of  early  malignant  cells.  So  at  the  present 
time  we  direct  our  attention  to  that  undefined  number  of  malignant  tumors  that 
may  still  be  influenced  by  therapy  today  and  not  tomorrow. 

Search  for  Tumors 

Now  if  the  greatest  number  of  these  tumors  are  to  be  discovered  then  every  op- 
portunity must  be  exploited  to  find  them.  This  must  be  done  by  the  practicing 
physicians  in  this  country  when  the  patient  presents  himself  within  the  confines  of 
his  office.  There  are  a couple  of  favorable  observations  that  make  this  endeavor 
appear  rewarding.  One  half  of  all  carcinomas  are  at  some  directly  accessible  site. 
In  the  female,  22  per  cent  of  her  tumors  will  be  in  the  breast,  another  19  per  cent 
in  the  uterus;  5 per  cent  will  be  in  the  colo-rectal  area,  2 per  cent  in  the  oro- 
pharynx, 1 per  cent  in  the  thyroid  and  11  per  cent  on  her  skin.  In  the  male,  16  per 
cent  will  be  of  the  skin,  10  per  cent  of  the  prostate,  7 per  cent  of  the  colo-rectal 
site,  V2  of  1 per  cent  of  the  thyroid  and  614  per  cent  of  the  oro-pharynx.  These 
areas  are  relatively  easy  to  examine  in  any  physician’s  office  in  a relatively  short 
period  of  time.  The  use  of  the  chest  x-ray  and  gastrointestinal  studies  add  several 
more  tumor  group  sites  in  the  survey  of  the  patient. 

Another  observation  is  that  75  per  cent  of  the  carcinomas  occur  in  relatively 
favorable  sites  for  cure.  Seventy-five  per  cent  of  the  carcinomas  will  occur  in  the 
colon,  rectum,  ovary,  testes,  bladder,  skin,  salivary  glands,  breast,  thyroid,  cervix, 
oro-pharynx,  soft  tissues,  larynx,  lip  and  skin. 

These  are  the  patients  that  may  well  be  detected  earlier  by  our  still  primitive 
means  of  looking  for  eancer,  and  by  the  observations  made  previously,  one  may 
hopefully  expect  to  lower  to  an  appreciable  degree  the  present  day  mortality  rate 
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from  cancer.  To  illustrate  this  point  only  one  form  of  cancer  need  be  mentioned, 
the  form  that  is  most  common  in  men  and  women  combined.  Deaths  from  carci- 
noma of  the  colon  and  rectum  total  about  46,000  a year  in  the  United  States.  The 
number  of  new  cases  reported  annually  is  about  73,000.  This  is  a lesion  in  which 
75  per  cent  of  the  tumors  can  be  examined  directly  and  the  other  25  per  cent  by  a 
relatively  adequate  indirect  examination.  Our  present  state  of  knowledge  allows  us 
to  treat  late  cancers  in  this  region  with  a survival  rate  of  about  40  per  cent.  In 
isolated  studies,  however,  the  salvage  rate  can  be  as  high  as  75  per  cent  still  using 
rather  primitive  means  of  uncovering  the  disease.  This  type  of  observation  can 
be  made  in  several  other  cancers  and  has  been  adequately  demonstrated  in  what 
has  been  done  in  lowering  the  mortality  rate  from  carcinoma  of  the  cervix  by  the 
early  detection  of  that  disease — the  pap  smear. 

Opportunity  for  Detection 

The  object  of  making  the  above  observations  is  for  the  purpose  of  pointing 
out  that  the  deteetion  of  cancer  in  our  still  rather  primitive  way  can  be  carried  out 
in  every  physician’s  office  if  he  thinks  in  terms  of  those  areas  that  he  can  examine 
adequately  and  of  those  tumors  which  can  still  be  curable.  If  he  will  think  in 
these  terms,  regardless  of  his  specialty,  and  regardless  of  what  he  may  have 
thought  previously  of  the  time  required  for  sueh  examinations,  he  can  adequate- 
ly screen  many  patients  that  come  across  his  office  threshold. 

It  is  in  this  stop-gap  fashion  that  we  physicians  of  today  can  increase  the  cure 
rate  in  this  disease  until  more  adequate  means  are  at  our  disposal  for  finding  the 
true  early  cancer. 

755  Columbia  Dr. 


DR.  FINDLEY  RETURNS  TO  GEORGIA 


Dr.  Thomas  Findley,  formerly  Professor  and  Chair- 
man of  the  Department  of  Medicine,  Medical  College 
of  Georgia  in  Augusta  until  1968,  has  recently  returned 
to  Georgia  and  has  opened  an  office  in  Atlanta  at  1938 
Peachtree  Road,  N.W.,  for  the  practice  of  internal 
medicine. 

It  will  be  of  interest  to  his  former  students  and 
residents  that  he  spent  a year  in  Taiwan  following  his 
resignation  from  his  post  in  Augusta.  He  served  as 
Visiting  Professor  of  Medicine  in  Taipei,  the  Republic 
of  China.  The  next  two  years  were  spent  in  Knoxville, 
Tennessee  with  the  Regional  Medical  Program  in  Ap- 


palachia. 

Private  practice  is  not  new  to  Dr.  Findley,  having 
practiced  solo  in  St.  Louis,  Missouri  for  six  years.  Fol- 
lowing this  he  did  group  practice  as  head  of  the  De- 
partment of  Medicine  at  the  Ochsner  Clinic  and  on  the 
Tulane  faculty.  He  is  a Master  and  former  Regent  of 
the  American  College  of  Physicians.  He  at  one  time 
served  as  Secretary-Treasurer  of  the  American  Board 
of  Internal  Medicine.  During  his  years  as  Professor  of 
Medicine  at  the  Medical  College  of  Georgia  he  was 
very  active  as  a contributing  editor  of  the  Journal  of 
the  Medical  Association  of  Georgia. 


CHARTER 


DOCTOR  If  you  do  not  have  an  established  collection  service  in  your 
City,  our  proven  methods  will  greatly  improve  recovery  on 
your  slow  or  delinquent  accounts.  Please  telephone  or  drop 
us  a line  for  details.  No  Obligation. 


MEMBER 


"Hartrampf's  Collection  Service" 


CREDITORS  MERCANTILE  & ADJUSTMENT  AGENCY 

TELEPHONE  JAckson  1-2054 SUITE  204-207  STANDARD  FEDERAL  BLDG. 

Established  1914  ATLANTA,  GEORGIA 


MARCH  1972,  Vol.  61 


119 


HEART  PAGE 


SICKLE  CELL  HEART  DISEASE 

JOHN  H.  WEST,  M.D.,  Savannah 

Sickle  cell  anemia  ranks  with  syphilis  as  one  of  the  great  masqueraders  in 
the  annals  of  medical  history.  This  is  particularly  true  in  relation  to  the  wide  va- 
riety of  cardiovascular  findings  that  can  be  seen  in  homozygous  sickle  cell  anemia 
(SS).  Since  Herrick  first  described  the  now  classic  features  of  sickle  cell  anemia  in 
1910,  sickle  ceU  heart  disease  has  been  confused  with  other  types  of  heart  disease. 
The  long  standing  chronic  hemolytic  anemia  is  the  basic  pathophysiologic  mech- 
anism responsible  for  the  cardiovascular  findings.  (Two  other  mechanisms  seldom 
evoked  are  myocardial  infarction  and  cor  pulmonale. ) 

Cardiac  dilatation  and  eventual  hypertrophy  result  from  the  long  standing  in- 
creased work  load  of  the  heart  required  to  compensate  for  the  reduced  oxygen 
carrying  capacity  of  the  blood.  Consequently,  cardiomegaly  is  seen  in  95  per  cent 
of  the  cases  and  cardiac  murmurs  are  present  in  at  least  75  per  cent  of  these  pa- 
tients associated  with  a history  of  exertional  dyspnea.  Congestive  heart  failure  is  a 
rare  and  late  manifestation  and,  if  seen,  is  usually  refractory  to  digitahs  therapy. 
However,  sickle  cell  patients  frequently  have  arterial  oxygen  unsaturation  which 
is  not  seen  in  other  anemias.  Possible  explanations  for  this  phenomenon  are  pul- 
monary venoarteriolar  shunting,  pulmonary  diffusion  defects  and  an  abnormal 
oxyhemoglobin  dissociation  curve.  Due  to  the  variety  of  cardiovascular  findings 
that  may  be  present  in  sickle  cell  anemia,  the  diagnosis  of  associated  rheumatic 
heart  disease,  congenital  heart  disease  or  coronary  atherosclerotic  heart  disease  is 
quite  difficult.  Fortunately,  these  diseases  are  associated  so  infrequently  with  sickle 
cell  anemia  that  they  are  exceptionally  rare. 

Disease  Characteristics 

Typically  in  sickle  cell  anemia  the  cardiovascular  examination  reveals  a slight 
tachycardia  with  a normal  systolic  blood  pressure  and  a slightly  reduced  diastolic 
pressure.  The  precordium  is  active,  a left  parasternal  lift  is  usually  palpated  and 
occasionally  a systolic  thrill  can  be  felt  over  the  pulmonary  artery.  A majority  of 
patients  will  have  either  a systolic  murmur  at  the  second  left  intercostal  space  or 
at  the  apex  or  in  both  areas.  These  murmurs  are  related  to  increased  blood  ffow 
and  are  not  due  to  deformity  of  the  valves.  Congenital  defects  can  be  mimicked 
easily.  The  systolic  murmur  at  the  apex  can  suggest  mitral  insufficiency,  and  oc- 
casionally a presystolic  rumble  is  heard  simulating  valvular  mitral  stenosis.  A third 
heart  sound  in  mid-diastole  is  common  at  the  apex. 

On  chest  x-ray,  the  cardiomegaly  usually  is  of  a globular  type.  A prominent 
pulmonary  conus  associated  with  increased  pulmonary  markings  can  give  the  x-ray 
picture  of  the  “mitral  heart”;  however,  upon  lateral  film  or  cardiac  series  in  the 
sickle  cell  patient,  left  atrial  enlargement  will  be  absent.  Fluoroscopy  will  reveal 
prominent  pulmonary  pulsations.  Common  EKG  findings  are  prolongation  of  the 
P-R  interval,  non-specific  ST  and  T wave  changes,  LVH  with  strain  pattern,  and 
incomplete  right  bundle  branch  block. 


Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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In  the  majority  of  sickle  cell  patients,  cor  pulmonale  can  only  be  diagnosed  with 
assurity  by  cardiac  catheterization  and  documentation  of  pulmonary  hypertension. 
A sickle  cell  patient  in  pain  crisis  with  anemia,  fever,  joint  pains,  leukocytosis, 
cardiac  murmurs  and  increased  PR  interval  can  simulate  an  episode  of  acute 
rheumatic  fever.  A few  cases  of  documented  acute  rheumatic  fever  have  been  re- 
ported in  association  with  sickle  cell  anemia,  but  this  diagnosis  is  difficult  to  con- 
firm unless  the  patient  gets  classical  subcutaneous  nodules  or  an  episode  of  con- 
gestive heart  failure  during  the  acute  episode.  Likewise,  in  quiescent  periods,  the 
flow  murmurs  usually  seen  in  sickle  cell  anemia  can  simulate  the  murmurs  of 
chronic  rheumatic  heart  disease.  However,  it  is  important  to  make  the  distinction 
between  these  two  entities  because  of  the  availability  of  therapy  in  acute  rheumatic 
fever  and  the  necessity  to  prevent  further  episodes  by  antibiotic  prophylaxis. 

Angina  pectoris  is  common  in  sickle  cell  patients  and  can  be  relieved  by  trans- 
fusion therapy.  However,  in  sickle  cell  patients,  post-mortem  studies  have  com- 
monly revealed  no  evidence  of  myocardial  infarction.  Isolated  cases  have  been 
documented  with  coronary  artery  occlusion  due  to  sickled  red  cell  thrombi  with 
resulting  infarction  of  the  myocardium.  The  typical  findings  of  a sickle  cell  heart 
at  autopsy  are  biventricular  dilatation  and  hypertrophy  with  normal  valves. 

Thus,  the  many  cardiovascular  manifestations  of  sickle  cell  anemia  comprise 
the  syndrome  of  “sickle  cell  heart  disease.”  If  abnormal  sickling  can  be  demon- 
strated in  the  presence  of  cardiac  disease,  sickle  cell  heart  disease  is  a likely 
diagnosis. 

600  E.  70th  St. 


THE  INTRODUCTION  OF  SMALLPOX  VACCINATION  INTO  THE 

UNITED  STATES 


As  early  as  1768,  a dairymaid  told  Dr.  Edward 
Jenner,  an  English  physician,  she  could  not  take  small- 
pox because  she  had  previously  had  cowpox.  After  28 
years  of  observation,  study  and  discussion,  Dr.  Jenner, 
on  May  11,  1796,  vaccinated  a boy,  James  Phipps, 
with  pus  from  the  hands  of  a milkmaid,  Sarah  Nelms, 
who  was  in  the  active  stages  of  cowpox.  The  experi- 
ment succeeded.  He  then  tried  to  infect  the  child  with 
pus  from  human  smallpox.  This  was  repeated  many 
times,  but  the  child  was  not  susceptible  to  smallpox  be- 
cause he  had  received  the  protection  from  cowpox. 
Thus  Dr.  Jenner  showed  the  value  of  vaccination  in 
' the  prevention  of  smallpox. 

I Vaccination  against  smallpox  was  introduced  in  the 
' United  States  by  Dr.  Benjamin  Waterhouse,  of  Boston, 
on  July  8,  1800,  when  he  vaccinated  his  son  Daniel,  age 
5 years.  This  vaccination  was  successful. 

Waterhouse  was  a native  of  Newport,  Rhode  Island. 
At  the  age  of  16,  he  was  apprenticed  to  John  Halli- 
burton, a physician  in  Newport.  Waterhouse  went  to 
I England  in  1775,  on  the  last  ship  allowed  by  the  British 
to  leave  Boston,  and  remained  abroad  until  1782.  He 
received  his  M.D.  degree  from  Heyden  University  in 
I Holland,  a popular  medical  school  in  Europe.  After 
I several  years  in  Europe  he  returned  to  the  United  States 
and  began  the  practice  of  medicine  in  Newport.  Within 
a year  he  was  invited  by  Harvard  College  to  take  the 
chair  of  medicine  (theory  and  practice  of  physic)  as 
one  of  three  members  of  the  faculty  of  the  prospective 
medical  school. 
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Dr.  Waterhouse  recognized  the  importance  of  Jenner’s 
observations  and  immediately  made  plans  to  secure  a 
supply  of  the  vaccine  matter.  He  vaccinated  about  50 
persons  by  the  first  of  September,  1800. 

On  December  1,  1800,  Dr.  Waterhouse  wrote  to 
President  Thomas  Jefferson  relative  to  “a  prospect  for 
exterminating  the  smallpox.”  Thomas  Jefferson  replied 
promptly,  requesting  some  of  the  vaccine  matter.  Upon 
receiving  the  material.  President  Jefferson  put  this  ma- 
terial in  the  hands  of  physicians  and  later  supervised 
vaccinations  within  his  family  and  household. 

There  are  many  who  regard  Thomas  Jefferson  as  one 
of  the  outstanding  scientists  of  his  era.  Through  the 
efforts  of  Mr.  Jefferson,  an  “Act  to  Encourage  Vaccina- 
tion” was  passed  by  Congress  and  approved  on  Febru- 
ary 27,  1813.  This  Act  provided  for  the  transmission 
through  the  mails,  without  cost,  vaccine  matter  for  vac- 
cination against  smallpox.  Vaccination  against  small- 
pox in  the  United  States  having  become  well  established, 
further  assistance  from  the  Federal  Government  ap- 
peared to  be  unnecessary.  The  “Act  to  Encourage  Vac- 
cination” was  repealed,  effective  May  4,  1822. 

When  the  Lewis  and  Clark  expedition  was  organized 
by  President  Jefferson  late  in  1803  to  spend  more  than 
two  years  exploring  the  vast  lands  to  be  purchased 
from  France,  he  included  in  his  instructions  the  fol- 
lowing: “Carry  with  you  some  matter  of  the  kinepox, 
inform  those  of  them  with  whom  you  may  be  of  its 
efficiency  as  a preservative  from  the  smallpox,  and  in- 
struct and  encourage  them  in  its  use.” 

Ralph  C.  Williams,  Sr.,  M.D. 
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NEW  MEMBERS 


Ackerman,  Elliott  A. 
Service — Fulton — Or 

Alday,  James  M.,  Jr. 
Active — Hall — Or 

Arras,  Milton  J. 

Active — Glynn — Path 

Baldwin,  B.  Carter 
Active — Muscogee — D 

Brown,  Thomas  D.,  Jr. 
Active — Hall — Oto 

Campbell,  John  C. 
Active — Ware — U 

Conrad,  Constance  C. 
Associate — Fulton — GP 

Dunbar,  Ronald  W. 
Active — Fulton — Anes 

Grander,  David  R. 
Active — Cobb — GP 


P.O.  Box  29457 
Atlanta,  Georgia  30329 

700  S.  Enota  Dr.,  N.E. 
Gainesville,  Georgia  30501 

Glynn  Memorial  Hospital 
Brunswick,  Georgia  31520 

1217  Peacock  Ave. 
Columbus,  Georgia  31901 

430  Washington  St.,  N.E. 
Gainesville,  Georgia  30501 

1306  Alice  St. 

Waycross,  Georgia  31501 

100  Edgewood  Ave. 
Atlanta,  Georgia  30303 

1364  Clifton  Rd.,  N.E. 
Atlanta,  Georgia  30322 

Cobb  General  Hospital 
Austell,  Georgia  30001 


Earnest  C.  Atkins  is  the  new  president  of  the  DeKalb 
County  Medical  Society,  serving  with  Benjamin  B. 
Okel,  vice-president;  John  P.  Heard,  president-elect; 
L.  L.  Freeman,  secretary-treasurer  and  Peter  C.  Sotus, 
corresponding  secretary. 

The  Georgia  Medical  Society  has  elected  Darnell  L. 
Brawner  as  president  for  1972,  with  Edwin  C.  Shepherd, 
vice-president;  William  H.  Lippitt,  president-elect; 
Harry  H.  McGee,  Jr.,  secretary  and  Dearing  Nash, 
treasurer. 

Charles  E.  Todd  has  been  installed  as  president  of 
the  Medical  Association  of  Atlanta.  Other  new  offi- 
cers elected  were  Harrison  L.  Rogers,  Jr.,  vice-president; 
Joseph  L.  Girardeau,  secretary  and  L.  Newton  Turk, 
III,  treasurer. 

Members  of  the  Tift  County  Medical  Society  have 
been  asked  to  contribute  $200  each  toward  establish- 
ment of  a fund  to  be  used  for  offering  rewards  to  per- 
sons giving  information  leading  to  the  arrest  and  con- 
viction of  drug  pushers. 


PERSONALS 

Second  District 


Grayson,  John  T. 

Active — Spalding — -I 

Johnson,  Otto  B.,  Jr. 
Active — Laurens — I 

Manis,  Robert 
Active — Fulton — P 

Palmer,  E.  Capers,  Jr. 
Active — Fulton — Path 

Schlicht,  Wanda  L. 

Active — Cobb — P 

Scott,  L.  Jack 
Active — Cobb — Anes 

Souma,  Minnie  L. 
Active— Muscogee — Obg 

Wallace,  Robert  G. 
Active — Muscogee — R 


23 1 Graefe  St. 

Griffin,  Georgia  30223 

606  Academy  Ave. 
Dublin,  Georgia  31021 

1256  Briarcliff  Rd.,  N.E. 
Atlanta,  Georgia  30306 

80  Butler  St.,  S.E. 

Atlanta,  Georgia  30303 

3180  Atlanta  St.,  S.E. 
Smyrna,  Georgia  30080 

792  Church  St. 

Marietta,  Georgia  30060 

Medical  Center 
Columbus,  Georgia  31902 

P.O.  Drawer  2787 
Columbus,  Georgia  31902 


SOCIETIES 


J.  J.  Collins,  Sr.,  former  chief  radiologist  at  John  D. 
Archbold  Memorial  Hospital,  Thomasville,  was  hon- 
ored at  the  Annual  Meeting  of  the  Board  of  Trustees 
of  the  hospital  on  the  occasion  of  his  retirement,  due 
to  ill  health.  Tributes  were  paid  to  Dr.  Collins  by  Mr. 
Joe  Higgins,  president  of  the  Board  and  Mr.  Frank 
Eidson,  Board  member  who  presented  Dr.  Collins  with 
a silver  tray. 

Third  District 

A.  Gatewood  Dudley  has  begun  the  practice  of 
medicine  in  Americus,  in  partnership  with  T.  Schley 
Gatewood  and  Richard  B.  Stewart. 

Fifth  District 

Edgar  Boling  of  Atlanta  has  been  elected  president- 
elect of  the  Southern  Medical  Association. 

A.  Hamblin  Letton  has  been  named  president  of  the 
American  Cancer  Society. 

H.  Harlan  Stone  of  Atlanta  has  co-edited  a book  on 
the  problems  of  bums,  entitled,  “Contemporan,"  Burn 
Management.” 

Sixth  District 


L.  E.  Dickey  has  been  elected  president  of  the  Bibb 
County  Medical  Society  for  1972.  Other  officers  voted 
in  at  this  time  are  J.  P.  Woodhall,  vice-president;  J.  T. 
Hogan,  president-elect;  G.  Wayne  Bohannon,  secretary- 
treasurer  and  Sam  E.  Patton,  parliamentarian. 


James  C.  Dismuke  is  moving  his  practice  from 
Adel  to  Macon. 

George  T.  Henry  of  Barnesville  has  been  re-elected 
to  active  membership  in  the  American  Academy  of 
Family  Physicians. 
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Eighth  District 

Wiley  B.  Lewis  of  Waycross  has  been  elected  to 
active  membership  in  the  American  Academy  of  Fam- 
ily Physicians. 

Hart  Sylvester  of  Hawkinsville  has  been  named  to 
the  medical  staff  of  Dodge  County  Hospital. 

H.  M.  Edge  of  Blairsville  retired  from  practice  on 
December  13,  1971. 

Ninth  District 

A.  G.  Funderburke,  who  practiced  in  Moultrie  and 
Colquitt  county  for  36  years,  announced  his  retirement 
in  November,  1971. 

Thomas  N.  Lumsden  has  been  re-elected  to  active 
membership  in  the  American  Academy  of  Family 
Practice. 


DEATHS 

Joseph  Davis  Applewhite 

Joseph  Davis  Applewhite,  80,  died  November  7, 
1971,  in  a Macon  hospital. 

A native  of  Montgomery  County,  Mississippi,  Dr. 
Applewhite  was  graduated  with  honors  from  Vanderbilt 
University  Medical  School  in  1913,  and  later  received 
a master’s  degree  in  public  health  at  Harvard  University. 

He  was  a member  of  the  American  Medical  Associa- 
tion, the  American  Public  Health  Association,  Medical 
Association  of  Georgia,  and  Bibb  County  Medical  So- 
ciety. Dr.  Applewhite  was  also  a member  of  the  Amer- 
ican College  of  Physicians,  former  chairman  of  the 
public  health  section  of  the  Southern  Medical  Associa- 
tion, first  vice-president  of  both  the  Medical  Associa- 
tion of  Georgia  and  Georgia  Tuberculosis  Association, 
and  president  of  the  Clarke  and  Bibb  County  medical 
societies. 
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Eager  & Simpson 


SURGICAL  CORSETS 
ABDOMINAL  SUPPORTS 
UPLIFT  BRASSIERES 
BREAST  PROSTHESIS 


82  IVY  STREET,  N.E. 

ATLANTA,  GA.  30303  522-4972 

Professional  Fitters  since  i9l9 


In  1964  he  was  named  Practitioner  of  the  Year  by 
the  Medical  Association  of  Georgia  and  in  1966  was 
named  Doctor  of  the  Year  by  the  staff  of  the  Middle 
Georgia  Hospital. 

He  is  survived  by  his  widow,  two  daughters,  three 
brothers  and  a sister. 

Cecil  Brannen 

Cecil  Brannen  died  November  28  in  Moultrie,  fol- 
lowing a lengthy  illness.  He  was  71. 

A native  of  Brantley,  Alabama,  he  served  in  the 
Medical  Corps  during  World  War  I and  practiced  in 
Miami  and  Bradenton,  Florida,  prior  to  moving  to 
Moultrie  in  1937. 

Dr.  Brannen  was  a member  of  Trinity  Baptist 
Church,  Hasan  Temple  of  the  Shrine,  Elks  Lodge, 
Masonic  Lodge  and  the  Moultrie  Shrine  Club. 

He  is  survived  by  his  widow,  the  former  Ethel  Mor- 
ris of  Moultrie;  one  daughter,  Mrs.  Becky  Brannen 
Woodward,  Jacksonville,  Fla.;  a brother.  Dr.  O.  C. 
Brannen,  Bradenton,  Fla.,  and  two  grandchildren. 

Ralph  Newton  Johnson 

Ralph  Newton  Johnson  died  January  20  in  a Rome 
hospital,  following  an  extended  illness.  He  was  66. 

Dr.  Johnson  was  born  in  Attalla,  Alabama.  He  was 
a graduate  of  Mercer  University  and  Emory  Medical 
College,  and  was  a member  of  the  Floyd  County  Med- 
ical Society,  Medical  Association  of  Georgia  and  Amer- 
ican Medical  Association. 

He  was  a fellow  of  the  American  College  of  Surgeons, 
a former  member  of  the  Rome  Kiwanis  Club,  Coosa 
and  Callier  Springs  Country  Clubs,  and  a deacon  and 
member  of  the  First  Baptist  Church. 

Dr.  Johnson  is  survived  by  one  daughter.  Miss  Bar- 
bara Olivia  Johnson,  Boulder,  Colorado;  a sister,  Mrs. 
Alvin  Everett,  Rome  and  a brother.  Dr.  J.  Glover 
Johnson,  Williamstown,  West  Virginia. 


RaUcLtd^ 

Dispensing  Opticians 
Quality  and  Service  Since  1905 


105  PEACHTREE  STREET,  N.E. 

W.  W.  ORR  DOCTORS  BUILDING 
BAPTIST  PROFESSIONAL  BUILDING 
SHEFFIELD  MEMORIAL  BUILDING 
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CLASSIFIED  ADVmiSING 


Emergency  Room  Physician;  Will  function  as 
part  of  3 man  team  in  providing  full  Emer- 
gency Room  coverage.  Salary  established  on 
basis  of  fees,  with  a guaranteed  minimum 
which  is  negotiable.  Appointment  to  medical 
staff  required.  Modem,  expanding  280  bed 
J.C.A.H.  hospital  with  medical  staff  of  60. 
Extremely  desirable  location  in  Northeast 
Georgia  with  the  beauty  of  the  Blue  Ridge 
Mountains  and  Lake  Lanier,  yet  only  45  min- 
utes from  downtown  Atlanta  via  1-85.  Write: 
H.  Grogan,  Director  of  Personnel,  Hall 
County  Hospital,  Gainesville,  Georgia  30501. 


Office  Space  available  for  well  trained  M.D. 
Ideal  for  Pediatrician,  General  Practitioner, 
or  Surgeon.  Air  conditioned.  Medical  Arts 
Building,  centrally  located  in  Marietta,  Geor- 
gia. 5 minutes  to  Kennestone  Hospital.  Full 
participating  partnership  in  x-ray,  bio-chem- 
ical laboratory  available.  No  investment  re- 
quired. Phone  (404)  428-0113. 


A MONTH’S  INCOME!  Is  that  asking  too  much 
for  $50,000  gross  practice?  PLUS  the  im- 
portant bonus  of  a large,  low-rent  office 
completely  equipped.  NOTHING  TO  BUY. 
Near  600-bed  hospital  & Emory  U.  growth 
area.  Generalist  or  Internist.  Fine  for  solo, 
ideal  for  2.  Atlanta  suburb.  Reply  to  Box 
282,  c/o  J-MAG,  938  Peachtree  St.,  N.E., 
Atlanta,  Ga.  30309. 


PHYSICIAN  WANTED 

Director,  Tuberculosis  Control,  Fulton 
County  Department  of  Public  Health. 
For  information  contact:  Dr.  James  F. 
Hackney,  (404)  572-2126,  or  Fulton 
County  Civil  Service,  165  Central  Ave., 
S.W.,  Atlanta,  Ga.  30303.  (404)  572- 
2383. 


EMERGENCY  ROOM  PHYSICIAN— to  complete 
4-man  group  in  fulltime  emergency  room 
service.  200  bed  hospital  in  pleasant  com- 
munity 20,000  population.  Write  P.  I.  Fen- 
Ion,  Director,  John  D.  Archbold  Memorial 
Hospital,  Thomasville,  Georgia  31792,  or 
call  (912)  226-4121. 


DICKEY-MANGHAAA  COMPANY 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 
Atlanta,  Ga.  30303  Phone  521-1541 

Complete  Insurance  Service 
for 

Physicians  and  Surgeons 
Prof essiona  I Lia  bi I i+y — Life — Disa bil ity 
Keogh  Plans 

Low  St.  Paul  Liability  Rates 


WEIGHT#. 

WATCHERS 


Wishes  to  thank  the  many  members 
of  the  Medical  Profession  who  have  rec- 
ommended Weight  Watchers  to  their  pa- 
tients in  the  treatment  of  obesity. 

WEIGHT  WATCHERS  OF  GREATER 
ATLANTA,  INC. 

2639  North  Decatur  Road 
Decatur,  Georgia  30033 

For  class  information  in  the  Atlanta 
area  call:  373-5761 
Outside  the  Atlanta  area 
call  free:  800-282-7481 

-WflCHTWATCHEIS-  ANO  ^ AIE  tECISTEtEO  KADEMAKS  Of  WEIGHT  WATCHEIS 
INTEtNATIONAL,  INC.,  OEAT  NECK.  N.Y.OWEICHT  WATCHEKS  INTEKNATIONAI.  1*71 
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MEDIOIL 

EDUOITION 


it’s  the  real  thing 


"Coca-Cola"  and  "Coke"  are  registered  trade-marks  which  identity  the  same  product  ot  The  Coca-Cola  Company. 


Tbday  you 
haveyourown. 


I If  you’re  around  40  or  45,  you’ve 
)robabIy  had  quite  a bit  of  clinical  experience 
vith  Orinase. 

! Maybe  as  much  as  1 4 years. 

I And  that  means  you  know  quite  a 
Sbit  about  it. 

j On  the  one  hand,  you  know  that  diet 
ind  weight  control  are  the  initial  and  essential 
Inundations  for  the  management  of  adult- 
fnset,  non-ketotic  diabetes.  When  these 
Measures  prove  satisfactory,  no  additional 
jherapy  is  indicated.  On  the  other  hand,  you 
Inow  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  } Ou’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


ician  daily,  and  during  the  first  month  report  at  least  once  weeKly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
ppearance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
ijlowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  non  responsive- 
mess  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
(maintaining  standard  diet  regulation.  Uncooperative  patients 
(Should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
(insulin  is  indispensable. 

I If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
ipropriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
jmay  occur  and  may  mimic  acute  neurologic  disorders  such  as 
Icerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
icemia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
jmides,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
I been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 

I 


ducing  clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia: 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  7at>/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA7M495  MEDB-5-S  LAO-6 
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Medical  Education — A Developing  Model? 

J.  RHODES  HAVERTY,  M.D.,  Atlanta 


C)ne  of  the  problems  frequently  identified  today 
regarding  the  practice  of  medicine  in  the  United 
States  is  the  lack  of  primary  care  physicians — physi- 
cians who  look  on  themselves  as  the  person  of  first 
contact  for  their  patients,  and  on  whom  their  pa- 
tients depend  for  diagnosis,  treatment,  or  referral 
for  all  of  their  medical  concerns.  Another  identified 
problem  is  that  of  a maldistribution  of  existing  phy- 
sicians. Whether  or  not  sufficient  numbers  of  physi- 
cians exist  or  will  exist  in  the  near  future  in  the 
United  States,  there  is  little  question  that  there  are 
too  few  physicians  of  a given  specialty  in  some  areas 
and  too  many  in  others.  Sparsely  populated  rural 
areas  and  densely  populated  urban  ghettos  are  not 
the  only  target  populations  of  this  maldistribution. 
Many  larger  towns  and  smaller  cities  are  as  bereft 
of  family  practitioners  and  other  types  of  primary 
care  physicians  as  these  more  widely  publicized 
areas.  An  additional  concern  to  many  is  the  lack  of 
total  numbers  of  physicians  of  all  types  existent  in 
our  State. 

Perhaps  part  of  the  problem  in  the  development 
of  the  situation  where  too  few  “generalists”  and  a 
maldistribution  of  physicians  exists  rests  in  the 
character  of  the  medical  education  received  by  the 
students  over  the  past  generation  or  so.  I will  not 
delve  into  this  further,  concerning  medical  educa- 
tion of  the  past,  but  will  reflect  on  some  thoughts 
of  mine  relative  to  some  possible  changes  in  the 
character  of  medical  education  of  the  future  that 
might  have  some  bearing  on  these  two  subjects 
above. 

Third  Merlical  School 

The  expense  involved  in  starting  a third  medical 
school  (a  second  state-supported  medical  school  in 
Georgia)  has  been  seen  to  be  prohibitive  over  the 
last  few  years.  It  is  felt  that  more  actual  numbers 
of  physicians  may  be  turned  out  with  less  total  dol- 
lar outlay  under  this  new  system,  than  the  same 
number  of  physicians  would  cost  being  produced 
in  a new  medical  school.  The  proposal  in  essence 
is  to  teach  those  pre-clinical  subjects  given  in 
medical  school  in  other  colleges  and  universities 
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around  the  State,  and  to  teach  those  clinical  sub- 
jects, traditionally  given  in  the  latter  portions  of  the 
medical  school  education,  in  scattered  smaller  com- 
munities around  the  State. 

The  basic  medical  sciences  of  a pre-clinical  na- 
ture usually  fall  into  the  categories  of  anatomy,  bio- 
chemistry, microbiology,  pathology,  pharmacology, 
and  physiology.  Several  of  the  four-year  colleges 
and  universities  around  the  State  presently  teach 
some  or  several  of  these  subjects,  both  at  an  under- 
graduate and  at  a graduate  level.  It  would  take  con- 
siderably less  expense  to  upgrade  existing  depart- 
ments of  biology  and  chemistry  sufficiently  to  be 
able  to  teach  effectively  these  subjects  to  medical 
students  than  it  would  to  create  such  departments 
de  novo  within  a new  medical  school,  whether  or  not 
this  new  medical  school  would  be  created  in  an  ex- 
isting university.  Thus,  it  would  seem  possible  to 
me  to  include  such  course  work  in  Savannah,  Val- 
dosta, Albany,  Carrollton,  Atlanta,  and  Athens  at 
the  very  minimum.  Medical  students  would  take 
these  courses  while  enrolled  through  the  Medical 
College  of  Georgia,  but  residenced  at  the  institu- 
tions located  in  the  communities  named  above.  It  is 
obvious  that  additional  faculty  and  perhaps  addi- 
tional physical  facilities  will  have  to  be  secured  for 
the  science  departments  in  these  units  of  the  Univer- 
sity System  in  order  for  them  to  fulfill  adequately 
the  obligations  of  teaching  graduate  work  in  these 
areas.  Nevertheless,  as  pointed  out  above,  the  total 
number  of  students  so  taught  would  cost  the  State 
of  Georgia  considerably  less  than  if  they  were  con- 
solidated into  a new  college. 

Clinical  Education 

Following  completion  of  these  courses,  the  stu- 
dents would  be  placed  in  various  clinical  settings 
throughout  the  State  for  their  clinical  education.  Ap- 
propriate locations  with  interested  and  qualified  phy- 
sicians, and  adequate  clinical  facilities  would  be 
selected  throughout  the  State.  A small  group  of  stu- 
dents, perhaps  in  some  situations  even  only  one  or 
two,  would  be  placed  in  each  location  for  the  clini- 
cal experiences  to  be  obtained.  These  would  be 
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varied,  of  course,  offering  some  electives  for  the 
student:  such  as  those  who  are  interested  primarily 
in  community  family  practice,  or  primarily  in  pediat- 
rics, or  primarily  in  public  health  practice,  or  pri- 
marily in  surgery,  etc. 

The  physicians  involved  in  this  clinical  portion 
of  the  students’  education  would  be  bona  fide  mem- 
bers of  the  faculty  of  the  Medical  College  of  Georgia. 
In  every  way  they  would  be  similar  to  their  peers 
who  presently  reside  in  Augusta,  except  that  they 
would  live  and  practice  and  teach  in  their  own  home 
community.  Salaries  for  the  physician-educators 
would  be  paid  for  from  State  funds  administered 
through  the  Medical  College  of  Georgia.  Many  de- 
tails would  have  to  be  worked  out  concerning  such 
things  as  salaries  for  part-time  teaching,  fringe  bene- 
fits, teacher  retirement,  etc.,  and  although  tedious, 
would  seem  to  pose  no  particular  barriers  toward 
the  evolution  of  the  program  as  such. 

The  clinical  facilities  themselves  that  are  chosen 
could  be  a series  of  clinics,  either  private  or  public; 
a group  of  physician’s  offices;  a hospital  complex 
with  extended  care  facilities  in  addition;  or  any 
combination  of  these.  Again,  these  clinical  facilities 
and  teaching  personnel  would  be  set  up  deliberately 
by  the  curriculum  committee  of  the  Medical  College 
of  Georgia  according  to  well  thought  out  and  pre- 
arranged philosophies,  objectives  and  goals  for  the 
students  involved.  Thus,  the  kind  of  clinical  educa- 
tion a student  might  get  in  Columbus  might  vary 
considerably  from  that  that  he  would  get  in  Toc- 
coa,  and  both  of  these  might  vary  considerably  from 
that  that  he  might  get  in  Atlanta.  Local  administra- 
tors undoubtedly  would  have  to  be  stationed  in 
various  spots  around  the  State  to  keep  track  of 
things,  but  again,  the  cost  of  this  kind  of  education 
would  be  considerably  less  than  that  of  building  a 
new  medical  school  with  a built-in,  owned-and- 
operated  teaching  hospital  of  its  own. 

Inherent  Benefits 

Aside  from  the  obvious  financial  benefits  result- 
ing from  this  method  of  educating  medical  students, 
I feel  strongly  that  additional  benefits  are  inherent. 
This  kind  of  education  probably  would  persuade  a 
larger  percentage  of  medical  students  to  enter  fam- 
ily practice,  or  primary  care,  as  the  mode  of  medical 
practice  they  wish  to  follow.  I also  feel  that  by  be- 
ing exposed  during  their  medical  education  to  vari- 
ous communities,  by  learning  to  know  the  people 
and  the  facilities  available  in  these  communities, 
that  more  students  will  be  attracted  to  come  and 
practice  in  these  communities.  This,  then,  would 
seem  to  help  correct  all  three  problems  mentioned 
earlier;  that  of  increasing  primary  care  physicians; 


that  of  decreasing  the  maldistribution  problem;  and 
that  of  increasing  the  total  numbers  of  physicians 
overall. 

I realize,  as  stated  above,  that  there  are  many 
“bugs”  to  be  worked  out  of  this  concept  in  bring- 
ing it  to  final  implementation.  However,  ideas  al- 
ways must  precede  plans,  which  in  turn  must  pre- 
cede actuality.  Such  additional  concerns  to  be  in- 
tegrated in  this  kind  of  a plan  would  involve  the 
education  of  physicians’  assistants  and  other  types 
of  allied  health  personnel  along  with  the  budding 
young  physicians,  so  that  each  would  learn  the 
background  and  abilities  of  the  other  during  the 
educational  process,  and  therefore  would  be  able 
to  function  in  a practice  setting  more  as  a true  team. 
Adding  the  education  of  allied  health  groups  to  this 
increases  the  logistical  problems. 

Another  kind  of  problem  that  will  have  to  be 
dealt  with  is  the  problem  of  accreditation,  should 
this  proposal  reach  some  form  of  fruition.  Presently, 
medical  schools  have  rather  rigid  accreditation 
standards  to  meet.  There  is  no  question  but  that 
accreditation  would  become  more  difficult,  more  ex- 
asperating, and  more  time-consuming  should  the 
teaching  of  students  be  taking  place  all  over  the 
State.  It  is  a rather  novel  idea  at  that  to  think  that 
a student  could  become  a physician,  graduating  from 
the  Medical  College  of  Georgia,  and  never  have  set 
foot  in  the  city  of  Augusta! 

Implementation  Considerations 

Another  consideration  to  be  given  in  attempting 
to  implement  this  program  would  be  in  figuring  out 
where  continuing  education,  both  for  physicians  as 
well  as  for  the  allied  health  team  members,  would 
tie  in.  Perhaps  it  would  make  it  even  easier  because 
of  the  “mini-medical  schools”  in  communities  all 
over  the  State. 

Whether  or  not  you  buy  this  concept;  whether 
or  not  any  part  of  this  survives;  or  whether  a totally 
new  scheme  arises  and  is  acclaimed  as  workable,  the 
above  three  kinds  of  problems:  lack  of  primary  care 
physicians,  maldistribution  of  physicians,  and  lack 
of  total  numbers  of  physicians,  will  have  to  be  ad- 
dressed and  an  attempt  made  to  solve  them.  Medi- 
cal education  of  the  past  has  created  or  participated 
in  the  creation  of  these  problems,  and  therefore 
could  not  be  expected  to  help  solve  them  unchanged. 
Medical  schools  are  alert  to  the  need  for  change 
and  welcome  suggestions  and  positive  criticisms 
from  all  sections.  Organized  medicine  has  the  re- 
sponsibility for  criticizing  positively  the  education 
of  the  next  generation  of  physicians,  and  the  obliga- 
tion to  do  so.  If  this  article  promotes  nothing  more 
than  discussion  regarding  the  subject,  it  wifi  have 
achieved  its  main  purpose. 

33  Gilmer  Street.  S.E. 
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Primary  Medical  Care; 
Whose  Responsibility? 


ROBERT  E.  REYNOLDS,  M.D.,  Dr.  P.H.,*  Augusta 


C3ver  the  past  several  years  our  nation  has 
come  to  realize  the  existence  of  several  serious  de- 
fects in  the  “health  care  system”  which  it  has  de- 
veloped. It  has  become  commonplace  for  economists, 
political  scientists,  politicians,  and  many  within  the 
health  care  system  itself  to  decry  these  defeets  and 
lay  blame  at  the  feet  of  the  medical  profession.  At- 
tention to  these  defects  glosses  over  the  tremendous 
advances  in  the  biological  sciences  and  the  care 
and  prevention  of  disease  that  have  occurred  since 
the  turn  of  the  century.  Added  to  these  specific 
medical  advances  are  several  other  major  reasons 
for  the  improved  health  status  and  well  being  of  our 
populace,  namely  the  incredible  strides  made  in  the 
American  standard  of  living,  including  public  sani- 
tation, control  of  infectious  disease  and  epidemics, 
improved  nutrition,  better  housing  and  basic  educa- 
tion. 

The  overall  results  of  these  combined  improve- 
ments, advancements  and  strides  are  seen  in  our 
population  of  unequaled  affluence,  education,  and 
medical  care.  Yet  all  is  not  well  with  our  health 
status  and  medical  care  system.  Our  nation  stands 
well  down  the  international  list  in  infant  mortality, 
life  expectancy,  and  several  other  commonly  used 
parameters  of  the  health  of  a population.  Moreover, 
availability  and  accessibility  of  quality  health  care 
services  are  far  from  homogeneous  in  our  country; 
selected  populations,  particularly  the  poor,  the  ru- 
ral, and  minority  groups  experience  great  difficulty 
in  finding,  paying  for,  and  benefitting  from  the 
fruits  of  our  great  health  care  system.  Health  care 
costs  keep  rising,  and  rising  at  rates  significantly 
out  of  proportion  with  the  consumer  price  index  in 
the  general  inflationary  spiral.  Hospitalization  costs 
represent  the  major  portion  of  these  heightened 
health  care  costs,  but  it  should  be  noted  that  phy- 
sician’s fees  have  increased  considerably  more  than 
the  general  consumer  price  index  during  the  last 
three  years. ^ Another  of  the  defects  of  our  health 
care  system,  and  the  focus  of  this  article,  is  the  in- 
creasing shortage  of  physicians  who  function  as 
generalists  or  primary  care  physicians  in  contrast 
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with  the  increasing  number  and  proportion  of  phy- 
sicians entering  specialty  and  subspecialty  fields. - 
To  lay  the  blame  for  all  these  defects  at  the  feet  of 
the  medical  profession  is  both  wrong  and  inaccurate. 
It  is  analogous  to  blaming  the  generals  for  the 
commencement  and  outcome  of  wars. 

Specialization  Defect 

Specialization  is  by  no  means  a new  develop- 
ment in  medicine.  By  the  latter  half  of  the  nine- 
teenth century  at  least  seven  medical  specialties 
could  be  identified.^  Nonetheless,  a very  small  num- 
ber of  sueh  practicing  specialists  existed.  The  re- 
markable technological  achievements  in  medical  sci- 
ence during  the  present  century  have  simultaneous- 
ly precipitated  and  been  supported  by  specialization 
of  function.  The  stimulus  to  medical  specialization 
afforded  by  the  second  world  war  and  the  heyday 
of  biomedical  research  in  the  1950’s  and  1960’s 
(coupled  with  other  factors  such  as  differential  fee 
schedules  favoring  specialists  over  generalists,  the 
lack  of  a strong  medico-political  organization  sup- 
porting generalists,  and  the  absence  of  generalists  on 
the  faculty  of  medical  schools)  combined  to  under- 
mine and  depricate  the  function,  status,  and  reward 
systems  of  the  generalist  in  American  medicine.  To- 
day the  adverse  and  unfortunate  results  of  these 
trends  are  apparent.  Among  the  loudest  outcries 
from  our  citizenry  are  questions  like  “where  can  we 
find  a family  doctor?”  “Who  is  to  be  responsible 
for  continuity  and  the  overall  picture  of  our  indi- 
vidual health  needs?”  “Who  do  we  turn  to  firsiT’ 
“Who  puts  it  all  together  for  us?”  All  these  ques- 
tions relate  to  the  function  of  primary  medical  care 
and  those  professionals  responsible  for  it. 

This  brings  us  to  the  question  of  definition  of  pri- 
mary medical  care.  Medical  care  may  be  said  to  be 
primary  when  an  individual  patient  identifies  a spe- 
cific physician  and  calls  on  him  regularly  for  gen- 
eral physician  services,  including  the  initial  assess- 
ment and  medical  advice  during  periods  of  illness, 
followed  either  by  management  of  this  illness  by 
the  primary  physician  or  referral  when  appropriate 
to  another  physician.  The  primary  physician  em- 
phasizes early  diagnosis  and  treatment,  appropriate 
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patient  referral  for  more  specialized  diagnostic  and 
therapeutic  techniques,  disease  prevention,  health 
education  and  counseling.  The  elements  of  continu- 
ity over  extended  periods  of  time,  awareness  of  the 
family  constellation  and  the  role  of  each  individual 
patient  within  his  family,  and  responsibility  for  co- 
ordinating and  supervising  most,  if  not  all,  health 
care  services  for  his  patient  are  important  ingre- 
dients in  the  functioning  of  the  primary  care  physi- 
cian. Many  of  the  problems  brought  to  the  primary 
care  physician  are  vague,  too  early  to  be  diagnosed 
with  certainty  and  intimately  related  to  psychological 
and  behavioral  problems.  Therefore,  they  are  not 
amenable  to  most  of  the  precise  and  well  de- 
fined diagnostic  and  therapeutic  measures  available 
to  the  specialist.  Basic  clinical  skills  augmented  by 
mature  judgement,  educated  pragmatism,  broad  clin- 
ical perspective  and  well  developed  communication 
skills  are  essential  to  the  primary  care  physician. 

The  specialist  by  definition  deals  with  a circum- 
scribed area  of  knowledge  and  skills.  This  char- 
acteristic makes  it  difficult  for  the  specialist,  if  in- 
deed he  limits  his  practice  to  his  specialty,  to  acquire 
the  information  and  skills  necessary  to  perform  the 
role  of  the  generalist  at  the  same  time.  Of  course 
many  individual  specialists,  particularly  in  internal 
medicine  and  pediatrics,  simultaneously  perform  the 
functions  of  a generalist  and  a specialist.  Unfor- 
tunately, the  training  programs  which  have  produced 
these  specialists  usually  do  not  prepare  them  for 
the  complex  role  of  a primary  care  physician.  By 
his  own  skill,  adaptability,  perseverance,  and  in- 
sights, the  specialist  oftentimes  becomes  a very  com- 
petent primary  care  physician  as  well  as  a spe- 
cialist. However,  the  majority  of  such  specialists 
would  prefer  to  limit  their  practice  to  the  specialty 
field  in  which  they  were  trained  and  to  transfer  re- 
sponsibility for  the  problems  of  primary  medical 
care  to  someone  else. 

Primary  Medical  Care 

Today  primary  medical  care  constitutes  60  to  75 
per  cent  of  all  medical  care  delivered  by  physi- 
cians. Yet  in  1968,  79  per  cent  of  the  physicians  in 
the  United  States  designated  themselves  as  specialists 
and  only  21  per  cent  designated  themselves  as  gen- 
eral practitioners.^  These  figures  support  the  con- 
tention that  many  specialists  combine  the  roles  of 
generalist  and  specialist.  This  is  particularly  true  of 
the  fields  of  general  surgery,  general  internal  medi- 
cine, general  pediatrics.  Analysis  of  individual  phy- 
sician practices  from  these  three  fields  also  support 
this  contention.  Virtually  none  of  these  specialists 
have  experienced  formal  training  in  the  area  of 


primary  medical  care  as  it  is  understood  today. 
Either  by  choice  or  by  lack  of  sufficient  number  of 
patients  in  their  specialty  areas  these  physicians  are  i 
performing  dual  roles. 

Who  provided  primary  medical  care  services  in  i 
the  past?  Before  the  second  world  war  the  vast  ma-  > 
jority  of  medical  school  graduates  entered  general 
practice,  the  prevalent  form  of  primary  medical 
care  then  in  existence.  This  followed  the  traditional 
pattern  of  a hundred  years  or  more.  The  majority 
of  these  physicians  received  some  hospital  based 
training  in  pediatrics,  internal  medicine,  general 
surgery,  obstetrics  and  gynecology.  In  their  individ- 
ual practices  they  often  chose  to  emphasize  one 
area  of  medicine  over  others,  but  the  general  prac- 
titioner continued  to  play  the  role  of  a primary  care 
physician.  His  four  years  of  medical  school  and 
varying  lengths  of  postgraduate  training  equipped  , 
him  reasonably  well  to  handle  these  functions.  The  ; 
tremendous  advances  in  biomedical  research  and 
medical  science  had  not  yet  made  this  a difficult 
role  to  play.  After  the  second  world  war  the  de-  i 
velopments  in  biomedical  research  and  specializa-  • 
tion  began  to  threaten  the  role  of  the  general  prac-  • 
titioner  and  the  number  of  physicians  entering  this 
field  began  to  diminish.  Subsequently  we  have  wit-  ■ 
nessed  a rapid  decline  in  the  number  and  proper-  ■' 
tion  of  general  practitioners  in  practice.^  With  the  i 
average  age  of  our  general  practitioner  group  being 
somewhat  over  50  years  and  many  of  the  younger 
men  leaving  general  practice  to  begin  a residency  in  ; 
another  field,  a predictable  crisis  in  the  deliver)'  of  : 
primary  medical  care  will  occur  within  the  next 
decade  or  so. 

Replace  G.P.’s 

Who  is  to  replace  this  vital,  productive,  and  ex- 
tremely valuable  group  of  general  practitioners? 
Who  will  perform  the  functions  of  primary^  care  in  i 
the  future?  With  the  possible  exception  of  pediatrics  , 
there  seems  to  be  no  discernable  trend  in  the  spe-  ' 
cialty  fields  to  train  their  young  physicians  to  carry  ; 
out  primary  care  functions  in  addition  to  specialty  ; 
functions.^  To  the  contrary,  the  trend  seems  to  be  : 
toward  further  subspecialization  within  these  areas  , 
of  specialization.  Those  young  physicians  entering 
internal  medicine,  pediatrics,  and  surgery  who  in-  ■ 
tend  to  practice  a combination  of  primary  care  and  , 
specialty  care  find  it  difficult  or  impossible  to  re-  : 
ceive  a combination  of  training  in  these  fields  which  ' 
will  appropriately  prepare  them  for  a dual  role. 

Many  specialists  and  academicians  foster  the  opin-  : 
ion  that  primary  medical  care  in  the  future  will  be 
delivered  by  groups  of  internists  and  pediatricians 
aided  by  obstetricians  and  paramedical  personnel. 
This  may  be  so.  However,  these  groups  are  not  now 
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being  trained  to  perform  or  to  understand  the  in- 
tricacies of  primary  medical  care.  Indeed,  if  they 
become  heavily  involved  in  primary  medical  care 
are  we  wasting  their  time  in  training  them  to  be 
specialists  in  other  fields?  Will  they  not  be  en- 
gaged in  primary  medical  care  by  default  and 
necessity  rather  than  by  choice  and  training?  It  is 
doubtful  that  groups  of  these  specialists  and  their 
attendant  personnel  will  be  willing  to  settle  in 
towns  containing  two  to  five  thousand  people  50 
to  75  miles  from  the  nearest  city.  It  may  be  feasible 
to  form  such  groups  and  to  practice  medicine  in 
densely  populated  urban  areas,  but  this  does  not 
answer  the  needs  of  small  towns  and  rural  areas. 

Another  answer  to  the  question,  “who  shall  per- 
form primary  medical  services  in  the  future?”  is 
supplied  by  allied  health  workers  and  some  poli- 
ticians who  suggest  that  physicians’  assistants  be 
given  this  role.  They  would  point  to  several  de- 
veloping countries  and  to  our  own  military  estab- 
lishment to  demonstrate  that  properly  trained  and 
supervised  physicians’  assistants  can  be  a vital  re- 
source in  dealing  with  the  problems  and  patient 
load  of  primary  medical  care.  Unquestionably  this 
is  a pragmatic  approach  to  the  question  of  quantity 
versus  quality  of  medical  care  services.  It  is  quite 
possible  that  our  country  could  experience  during  the 
next  decade  such  a crisis  in  primary  medical  care 
that  physicians’  assistants  in  large  numbers  would 
be  suggested  as  the  answer  to  the  need  for  pro- 
viding primary  medical  care.  Perhaps  under  the  su- 
pervision and  guidance  of  groups  of  internists,  pe- 
diatricians and  obstetricians  the  physicians’  assist- 
ant could  perform  the  bulk  of  primary  medical 
care.  The  quality  and  acceptability  of  these  ser- 
vices on  a large  scale  have  yet  to  be  demonstrated 
in  this  country. 

American  Board  of  Family  Practice 

An  alternative  approach  to  the  problem  of  re- 
sponsibility for  primary  medical  care  has  been  de- 
veloped by  the  American  Academy  of  Family  Phy- 
sicians. This  group  arose  out  of  and  replaced  the 
American  Academy  of  General  Practice.  It  has  un- 
dertaken to  define  a medical  specialty  called  family 
practice  and  has  differentiated  it  from  general  prac- 
tice.” Working  with  the  American  Medical  Asso- 
ciation it  has  established  the  American  Board  of 
Family  Practice  and  has  developed  the  details  and 
I guidelines  for  a three  year  residency  program  in 
I family  practice  leading  to  eligibility  to  take  the  ex- 
amination prescribed  by  the  American  Board  of 
Family  Practice.®  This  Board  is  the  first  board 
recognized  by  the  AMA  to  demand  periodical  re- 
certification of  its  diplomates. 

I Since  its  inception  in  1968  the  American  Board 
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of  Family  Practice  has  witnessed  the  development 
and  approval  of  nearly  100  residency  programs  in 
family  practice.  Approximately  half  are  situated  in 
medical  school-teaching  hospital  settings  and  the 
other  half  are  in  community  hospital  settings.  The 
growth  curve  of  the  number  of  programs  and  the 
number  of  applicants  to  these  programs  is  geo- 
metrical and  astonishing.  In  several  medical  school 
teaching  hospitals  the  family  practice  residency  pro- 
gram threatens  to  become  their  largest  residency 
program.  The  new  humanism  of  the  current  genera- 
tion of  medical  students  and  their  revitalized  con- 
cern for  patients  and  their  patients’  problems  rather 
than  diseases  and  their  technicalities  seem  to  under- 
lie this  growth  pattern.  At  the  Medical  University  of 
South  Carolina  seven  of  the  1 2 first  year  residents  in 
family  practice  are  members  of  AOA,  and  this  is  not 
an  uncommon  occurrence  in  other  family  practice 
programs  around  the  country. 

The  family  physician  as  defined  by  the  American 
Board  of  Family  Practice  serves  as  the  physician  of 
first  contact  and  provides  an  accessible  means  of 
entry  into  the  health  care  system.^  He  evaluates 
his  patients’  total  health  needs,  provides  personal 
health  care  within  the  range  of  his  competency,  and 
refers  patients  when  indicated  to  other  specialists  or 
community  resources.  He  accepts  responsibility  for 
his  patients’  total  health  care  including  the  use  of 
consultants.  He  serves  as  coordinator  of  all  his  pa- 
tients’ health  care  services.  In  terms  of  traditional 
disciplines,  the  family  practitioner  is  trained  most 
heavily  in  general  internal  medicine,  general  psy- 
chiatry, general  pediatrics,  and  normal  obstetrics. 
No  operative  surgery  is  taught  or  to  be  performed 
by  family  physicians.  Office  gynecology,  minor  sur- 
gery and  psychosomatic  medicine  are  also  consid- 
ered legitimate  portions  of  family  practice.  It  is 
further  felt  that  family  practitioners  should  be  taught 
to  practice  in  small  groups  rather  than  in  solo  prac- 
tice. They  are  taught  to  appropriately  utilize  the 
services  of  paramedical  personnel,  including  physi- 
cians’ assistants.  The  training  of  family  practitioners 
stresses  continuity  of  patient  care  and  ambulatory 
medicine,  but  the  resident  also  experiences  rota- 
tions on  the  hospital  services  of  internal  medicine, 
pediatrics,  surgery,  obstetrics  and  gynecology,  and 
psychiatry. 

New  Generalist 

All  in  all,  the  new  medical  generalist  is  the  family 
practitioner.  If  the  success  of  this  specialty  follows 
the  pattern  set  over  the  last  three  years,  we  will 
see  the  emergence  of  a strong,  vital,  professional 
group  who  will  fill  the  void  of  primary  medical  care 
in  this  country,  and  thus  may  save  us  from  a major 
revolution  in  health  care. 
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A major  quantity  of  resources  must  be  devoted 
to  this  new  specialty  to  maximize  its  potential  and 
success.  Already  the  federal  government  has  recog- 
nized the  necessity  for  the  existence  and  success  of 
this  new  specialty  and  has  begun  to  funnel  dollars 
into  these  programs.  The  medical  students  of  today 
are  clamoring  for  the  humanistic  and  patient  orient- 
ed medical  specialty  that  family  practice  provides. 
Family  practice  has  been  accepted  by  the  AMA 
and  supported  by  the  other  specialty  groups.  It  ap- 
pears highly  likely  that  family  practice  as  a spe- 
cialty will  prosper  and  will  play  an  extremely  im- 
portant role  in  the  medical  care  system  of  the  fu- 
ture. It  may,  in  fact,  become  one  of  the  largest 
and  most  vital  of  the  specialty  groups. 

In  summary,  the  shortage  of  primary  medical 
care  services  is  now  recognized  as  a critical  prob- 
lem in  our  national  health  system.  The  rapid  de- 
cline in  the  number  of  general  practitioners  and 
disappearance  of  general  practice  residencies  have 
left  a void  in  primary  care  being  partially  filled  to- 
day by  specialists  in  internal  medicine,  pediatrics 
and  general  surgery.  Our  pluralistic  approach  to 
medicine  dictates  that  many  of  these  specialists  will 


continue  to  function  dually  as  primary  and  specialty 
care  physicians.  The  development  of  family  prac-  , 
tice  as  a new  medical  specialty  and  differentiated 
from  general  practice  holds  the  promise  of  spe- 
cifically training  young  physicians  to  function  suc- 
cessfully as  primary  care  physicians.  This  is  a de- 
velopment deserving  of  our  attention  and  support. 

Medical  College  of  Georgia 
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HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

February  20,  1972 


AMA — Directed  the  Treasurer  and  Executive  Direc- 
tor to  present  to  the  March  meeting  of  Council  a plan 
for  financing  an  appropriate  campaign  for  AMA  offices 
for  J.  Frank  Walker  and  J.  Rhodes  Haverty. 

County  Society  Officers’  Conference — Directed 
that  J.  Watts  Lipscomb  be  sent  a letter  of  appreciation 
for  the  excellent  meeting  planned  by  Dr.  Lipscomb. 

Podiatry — Considered  a ruling  by  Attorney  General 
Bolton  that  Podiatry  fits  the  definition  of  the  practice 
of  medicine  and  directed  that  MAG’s  legal  counsel 
present  to  the  March  meeting  of  Council  a plan  for 
legal  challenge  and  its  estimated  costs. 

License  Renewal — Reviewed  the  recent  action  of 
the  Licensing  Board  Secretary’s  Office,  notifying  physi- 
cians of  non-renewals  with  penalties,  and  directed  that 
the  March  Council  agenda  include  a discussion  of  the 
possibility  of  MAG’s  including  license  renewal  fees  in 
central  dues  billing. 


Nutrition  Seminars — Voted  to  co-sponsor  with 
AMA  the  Council  on  Foods  and  Nutrition  Seminars  at 
eight  Georgia  colleges. 

Delegates’  Handbook — Approved  the  compilation  of 
a handbook  of  information  for  the  MAG  House  of 
Delegates  and  directed  that  cost  estimates  be  presented 
to  the  March  meeting  of  Council. 

Family  Planning — Endorsed  a resolution  from  the 
Georgia  Council  for  Volunteer  Family  Planning  re- 
garding family  planning  for  males. 

Legislation — Authorized  the  Legislative  Committee 
to  proceed  with  whatever  steps  necessary  to  seek  MAG's 
desired  outcome  on  reorganization,  while  maintaining 
the  integrity  of  the  State  Board  of  Health. 

Foundation — Authorized  foundation  development  of 
grant  applications  for  a statewide  emergency  coordina- 
tion system  and  a Family  Medical  Centers  plan. 

Next  Meeting — 10:00  a.m.,  March  11,  1972.  Holi- 
day Inn,  Callaway  Gardens. 
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Continuing  Education  and 
Community  Hospitals 

C.  DANIEL  CABANISS,  Columbus 


T 

J-HE  FIRST  STUMBLING  STEPS  ot  peer  review  are 
forcing  organized  medicine  to  take  a hard  look  at 
our  system  of  education  beyond  formal  training  pe- 
riods. As  we  look  objectively  at  our  work  and  our 
colleagues,  educational  needs  become  apparent.  In 
realizing  the  need  the  first  step  is  taken  toward 
remedy. 

At  first  glance  physicians  would  seem  to  be  the 
major  recipients  of  continuing  education.  Rightly  so, 
but  all  members  of  the  health  care  team  must  par- 
ticipate. Active  programs  to  enhance  the  educational 
experience  of  nurses  and  other  paramedical  person- 
nel must  be  an  integral  part  of  continuing  education 
programs.  Such  programs  have  the  added  benefit 
of  increasing  understanding  of  the  various  roles  and 
contributions  among  members  of  the  health  care 
team. 

Where  to  Teach? 

Since  the  majority  of  physicians  practice  in  com- 
munity hospitals,  it  follows  that  educational  efforts 
concentrated  in  these  institutions  will  be  most  eco- 
nomical and  reach  the  largest  audience.  Traveling 
to  university  hospitals  for  education,  although  pleas- 
ant and  often  rewarding,  cannot  fill  the  majority  of 
needs.  As  presently  constituted,  many  university 
based  courses  “miss  the  mark”  of  educational  needs 
of  community  based  physicians. 

Locally  based  teaching  in  familiar  surroundings 
with  familiar  faculty  finds  high  acceptance  and  par- 
ticipation. 

What  to  Teach? 

Curriculum  for  continuing  education  is  now  re- 
ceiving overdue  investigation  and  much  remains  to 
be  learned. 

Obviously,  if  one  writes  down  what  he  knows 
about  a subject  we  can  tell  what  he  does  not  know, 
so  the  medical  record  should  be  a starting  point.  On 
a one-to-one  basis  as  consultant  to  a primary  physi- 
cian this  works  well.  Unfortunately,  routine  medical 
records  vary  so  greatly  in  quality,  large  scale  review 
for  educational  problems  is  fruitless. 


; * Director  of  Medical  Education,  The  Medical  Center,  Coluinbiis, 

Georgia.  Assistant  Professor  of  Medicine  IC  ardiolofty),  Emory  Uni- 
yersity  School  of  Medicine, 
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Universal  adoption  of  problem-oriented  records 
may  eventually  answer  the  problem  of  making  an 
“educational  deficiency  syndrome”  diagnosis.  Efforts 
to  speed  the  spread  of  this  excellent  tool  must  be 
pushed. 

Computerized  programs  such  as  PAS  and  MAP 
may  help  to  pinpoint  areas  of  deficiency  but  are  not 
yet  widely  accepted  and  utilized. 

As  mentioned  above,  consultants  and  primary 
contact  physicians  may,  through  close  interaction, 
discover  gaps  in  each  other’s  knowledge.  This,  how- 
ever, is  difficult  to  come  by  in  other  than  anecdotal 
form. 

Self-assessment  tests  may  give  some  information 
and  these  agencies  must  be  encouraged  to  give 
trends  of  educational  deficiencies  (anonymously  of 
course)  to  those  responsible  for  community  hos- 
pital continuing  education. 

“Felt  and  expressed”  educational  needs  have  been 
shown  to  vary  from  “real”  needs.  However,  this  ave- 
nue must  remain  open.  Programs  based  on  such 
needs  at  least  open  the  door  to  continuing  education 
and  set  the  stage  for  a more  careful  and  critical  ap- 
proach to  patient  problems. 

How  to  Teach? 

As  the  content  of  community  hospital  education 
must  respond  to  the  needs  of  practicing  physicians, 
so  must  the  method. 

First,  the  educational  exercise  must  be  regular. 
The  interval  is  unimportant  but  it  must  be  scheduled 
regularly  in  advance  and  never  casually  cancelled, 
giving  busy  physicians  an  opportunity  to  schedule. 

Secondly,  it  should  be  brief.  Two  regularly  sched- 
uled one-hour  sessions  will  be  better  attended  than 
one  two-hour  session. 

Third,  it  should  be  at  a time  and  place  most  con- 
venient for  the  physicians  participating.  In  my  hos- 
pital it’s  morning  for  internists,  noon  for  surgeons 
and  late  afternoon  for  ob-gyn,  etc. 

Often  a session  tied  to  a simple  luncheon  enables 
this  free  hour  to  be  utilized. 

Fourth,  it  should  be  related  to  patient  problems  or 
patient  care  procedures.  The  grand  rounds  format 
with  presentation  of  a problem  or  problems  of  a 
patient  followed  by  a guided  general  discussion  or 
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discussion  by  one  especially  qualified  physician  re- 
mains a rewarding  educational  experience.  This  must 
be  carefully  prepared  and  not  left  to  chance.  In  such 
a program  “relevance”  is  built  in  where  such  may 
be  missing  in  the  abstract  lecture  approach. 

Occasionally  the  sessions  may  be  the  vehicle  to 
introduce  new  patient  care  procedures  or  look  crit- 
ically at  old  ones. 

Who  Does  the  Teaching? 

For  continuing  programs  full  or  at  least  part  time 
hospital  educators  are  needed.  It  must  be  empha- 
sized that  their  role  is  organizational  and  directive. 
They  do  not  do  all  the  teaching.  Rather,  for  success, 
full  participation  of  the  attending  physicians  is 
needed. 


The  continuing  education  spin-off  from  house  staff 
programs  is  great,  as  in  teaching  others  the  teacher 
receives  most  rewards. 

Who  Supports  the  Program? 

At  present,  the  major  costs  are  borne  by  the  com- 
munity hospital  and  ultimately  by  patients.  The  ben- 
efits of  continuing  education  to  patient  care  are  so 
obvious  that  this  is  a perfectly  legitimate  expendi- 
ture. If  continuing  education  programs  are  coupled 
with  efficient  utilization  reviews  shortened  hospital 
stay  may  more  than  pay  the  bill. 

Lastly,  community  hospital  programs  are  strength- 
ened by  medical  school  affiliation.  Distinctly  not  a 
one  way  street,  the  interface  between  community  i 
and  university  strengthens  both.  ^ 

710  Center  Street  31902 


CAMP  FOR  DIABETIC  CHILDREN 
TO  OPEN 


Georgia  Diabetes  Association  will  operate  a camp 
for  diabetic  children  for  a two-week  period  July  2 
through  July  15,  at  the  Baptist  Assembly  facilities  near 
Roswell.  This  was  announced  by  Dr.  Ralph  A.  Murphy, 
chairman  of  the  Camp  Committee,  and  is  a first  for  the 
Georgia  Diabetes  Association. 

In  the  Atlanta  area  alone,  there  are  more  than  100 
boys  and  girls  of  camping  age  (9-15).  Other  chapters 
and  units  of  Georgia  will  find  many  other  children  who 
will  be  interested  in  attending. 

The  medical  staff  will  be  furnished  by  Grady  and 
Emory  Hospitals  under  the  direction  of  John  K.  David- 
son, M.D. 

The  cost  per  camper  will  be  $100.00  for  the  two 
weeks.  Instructions  in  living  with  diabetes  will  be  in- 


cluded in  the  routine,  which  will  include  all  sports  and 
an  enrichment  program  of  creative  crafts. 

Diabetes  Association  of  Atlanta  has  operated  a day 
camp  for  the  past  three  years  at  Zaban  Park.  This  was 
in  anticipation  of  the  development  of  plans  for  a resi- 
dence camp. 

Each  year  in  the  past,  approximately  30  children  from 
Georgia  have  attended  the  Tennessee  Camp  for  Diabetic 
Children  at  Double-G-Ranch,  Soddy,  Tenn.  One  hun- 
dred can  be  accommodated  at  the  camp  and  T.C.D.C. 
gave  neighborly  priority  to  Georgia  children. 

All  surrounding  states  have  their  own  camps  and 
Georgia  is  very  proud  to  make  the  announcement  that 
it  is  also  planning  for  its  diabetic  children.  ; 
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Physician  Assistants  and  Medical  Practice 

HARRISON  L.  ROGERS,  M.D.,  Atlanta 


D URiNG  THE  PAST  FEW  YEARS  leaders  in  medical 
education  as  well  as  in  other  health-related  fields 
watched  the  development  of  localities  within  our 
state  and  nation  where  it  was  felt  that  a shortage  of 
health  care  existed.  Some  of  these  leaders  felt  that 
a true  shortage  existed,  others  felt  that  simply  a 
poor  distribution  of  health  personnel  existed,  and 
still  others  felt  that  there  developed  simply  an  ex- 
uberant demand  for  more  and  better  services.  What- 
ever their  reasons,  all  agreed  that  in  many  areas 
demand  far  outstripped  supply. 

With  this  realization,  efforts  were  initiated  to  al- 
leviate the  problem.  The  most  attractive  solution 
was  an  immediate  and  wholesale  increase  in  the 
number  of  graduates  from  our  medical  schools. 
Though  the  problems  associated  with  this  solution 
seemed  insurmountable,  great  strides  have  been 
made  and  whereas  we  had  30,000  physicians 
graduated  in  1960,  this  year,  1972,  we  will  graduate 
39,000  new  physicians.  The  obstacles — first,  of  the 
shortage  of  suitable  faculty  in  sufficient  numbers 
and  secondly,  of  the  required  large  expenditures  of 
money — were  satisfied  to  a degree. 

In  an  attempt  to  satisfy  the  initial  need,  i.e.,  more 
health  care,  more  doctors  were  being  trained  and 
going  into  practice.  Immediately  apparent  was  the 
need  for  larger  and  larger  numbers  of  support  per- 
sonnel. Consequently,  during  this  same  period, 
schools  of  nursing  were  encouraged  to  produce  more 
graduates  and  new  developments  in  nursing  educa- 
tion were  encouraged  to  produce  more  graduates 
in  shorter  periods  of  time. 

New  Personnel  Category 

When  it  became  apparent  that  these  increased 
supplies  would  still  not  meet  the  demands,  other 
avenues  were  explored.  The  success  of  the  many 
programs  utilizing  personnel  other  than  the  Doetor 
and  the  Nurse,  such  as  the  service  “Corpsman,”  en- 
couraged plans  for  the  development  of  an  entirely 
new  eategory  of  personnel — the  Physician’s  Assist- 
ant. With  the  passage  in  this  state  in  1972  of  en- 
abling legislation,  the  Physician’s  Assistant  has  been 
created  in  Georgia. 

This  individual  in  Georgia  will  not  be  individually 
licensed  or  certified,  but  will  be  a graduate  of  a 
Physician’s  Assistant  program  of  a college  or  uni- 
versity which  is  approved  by  the  State  Board  of 
Medical  Examiners.  The  physician  wishing  to  em- 
ploy such  a P.A.  will  submit  an  application  to  the 
State  Board  of  Medical  Examiners,  including  a de- 


scription of  the  job  to  be  performed  by  the  P.A.,  to- 
gether with  a description  of  the  moral  and  educa- 
tional background  of  the  proposed  P.A.  If  the  Board 
agrees,  it  will  approve  the  application  and  the  P.A. 
may  be  employed.  However,  if  the  P.A.  leaves  this 
physician,  his  next  employer  must  reapply  for  ap- 
proval. 

The  P.A.  must  work  under  the  direct  supervision 
of  the  physician,  but  not  necessarily  in  his  physical 
presence.  The  P.A.  may  make  hospital  rounds, 
house  calls  or  may  serve  as  an  ambulance  attendant. 
The  P.A.  must  also  work  in  the  principal  offices  of 
the  physician,  who  may  employ  a maximum  of 
two  such  P.A.’s.  The  MAG,  feeling  that  this  was  a 
new  and  untried  form  of  health  care,  advised  that 
the  use  of  P.A.’s  be  restricted  to  those  physicians 
in  private  practice  initially.  This  was  not  made 
part  of  the  final  bill,  however  the  legislation  does 
stipulate  that  only  those  physicians  engaged  in  pri- 
mary patient  care  may  utilize  P.A.’s. 

1972  Graduates 

Thus  it  will  be  possible  this  year  for  the  physicians 
of  Georgia  to  employ  the  graduates  of  the  P.A. 
schools  of  Emory,  Georgia  and  Georgia  State,  as 
well  as  those  of  other  approved  schools.  The  use  of 
the  P.A.  trained  in  any  one  of  the  many  cate- 
gories including  (1)  General  Assistants;  (2)  Surgical 
Assistants;  (3)  Orthopedic  Assistants;  (4)  Pediatric 
Assistants,  etc.,  will  begin  as  soon  as  the  individuals 
are  available  and  as  each  position  is  approved. 

As  with  any  new  program  it  will  be  absolutely 
necessary  that  the  physicians  of  Georgia  give  their 
closest  supervision  to  the  individuals  so  employed. 
Problems  that  arise  must  be  carefully  monitored 
and  their  solution  discussed  with  the  Board  of  Med- 
ical Examiners  as  well  as  with  the  appropriate 
committee  of  MAG  (the  Education  Committee). 
If  changes  in  the  law  are  required  either  to  broaden 
or  restrict  the  scope  of  the  P.A.,  then  we  will  see  to 
it  that  such  legislation  is  introduced. 

With  the  enactment  of  this  law,  the  State  Board 
of  Medical  Examiners  is  given  the  great  responsibil- 
ity of  carefully  monitoring  the  use  of  the  P.A.  in 
Georgia.  This  Board  is  composed  of  a fine  group  of 
men  who  will  need  our  active  support  in  beginning 
this  new  program.  We  are  depending  on  them  to 
provide  the  regulations  to  safeguard  the  people  of 
our  state  and  we  must  be  ready  to  support  and  ad- 
vise them  in  any  way  possible. 

1293  Peachtree  St..  N.E. 
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EDITORIALS 


The  Accreditation  Process  as  an 
Educational  Tool 

The  Joint  Commission  on  Accreditation  of  Hospitals  was  formed  in  1951  by 
the  American  College  of  Physicians,  American  College  of  Surgeons,  American 
Hospital  Association,  American  Medical  Association  and  the  Canadian  Hospital 
Association.  The  Joint  Commission  has  carried  on  the  work  of  the  American  Col- 
lege of  Surgeons,  begun  over  a half-century  ago,  attempting  to  identify  quality  of 
service  in  hospitals  and  other  health  care  facilities,  and  to  establish  standards  for 
the  assessment  of  care. 

The  certificate  of  accreditation  has  meant  that  the  institution  has  voluntarily 
submitted  to  outside,  impartial  appraisal  and  demonstrated  to  the  examiners  its 
ability  to  deliver  quality  care,  as  measured  by  adherence  to  certain  professionally 
determined  standards. 

Now,  as  the  delivery  of  care  has  grown  increasingly  complex,  the  Joint  Com- 
mission is  attempting  to  raise  the  standards  from  the  level  of  “minimum  essential’' 
to  the  level  of  “optimal  achievable”  and  “assure  their  suitability  to  the  modem 
state  of  the  art.” 

The  Joint  Commission  sees  its  role  changing  from  that  of  inspector,  to  that  of 
evaluator  and  teacher;  it  seeks  to  help  the  institution  identify  both  strong  points 
and  shortcomings,  and  to  provide  guidelines  for  correcting  the  deficiencies.  It  sees 
the  accreditation  process  itself  as  an  educational  venture.  It  requires  that  the 
medical  staff  of  the  facility,  having  overall  responsibility  for  the  quality  of  medical 
care  rendered,  shall  perform  a continuing  analysis,  review  and  evaluation  of  the 
clinical  practice  of  its  members.  In  addition  to  the  traditional  tissue  review  and 
analysis  of  hospital  deaths,  the  medical  staff  is  now  charged  with  reviewing  the 
utilization  of  the  facilities  and  resources  of  the  hospital,  concerning  itself  with  the 
cost,  as  well  as  the  quality,  of  health  care.  The  staff  must  provide  the  appropriate 
peer  group  method  to  accomplish  this.  To  be  effective,  such  a program  must  in- 
volve each  staff  member;  each  member  so  involved  will  be  reviewer,  evaluator 
and  teacher,  and  pupil;  and  the  criteria  developed  for  evaluation  of  care  must  be 
compared  with  the  criteria  developed  by  other  hospitals  in  other  areas  of  the 
country. 

Such  an  exercise  in  self-evaluation,  properly  applied,  cannot  fail  to  be  an  exercise 
in  self-education. 

Summing  up;  “KNOW  THYSELF.” 

Luther  G.  Fortson.  M.D. 
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Phase  II  Effects  on  Physicians 


On  December  30,  1971,  the  Price  Commission  issued  its  regulations  on  pro- 
viders  of  health  services.  Pursuant  to  this  act,  MAG  Headquarters  office  has  re- 
ceived many  calls  regarding  application  of  these  regulations.  A summary  of  this 
information  and  the  steps  that  should  be  taken  towards  compliance,  follows. 

The  Price  Commission  has  placed  a 2.5  per  cent  ceiling  on  fee  increases  for 
physicians  and  all  other  non-institutional  providers  of  health  services,  including 
medical  laboratories,  blood  banks,  dentists,  podiatrists,  physiotherapists,  chiro- 
practors and  registered,  practical  and  trained  nurses.  Essentially,  this  ruling  will 
hold  physicians’  fees  in  effect  as  they  were  on  November  14,  1971. 

Any  increases,  up  to  the  maximum  of  2.5  per  cent,  must  be  justified  on  the 
basis  of  allowable  cost  increases.  These  increases  must  not  increase  the  profit  mar- 
gin (the  difference  between  gross  income  and  net  income). 

The  more  puzzling  of  the  regulations  have  been  those  referring  to  the  posting 
of  fees.  A list  of  fees  must  be  available  for  public  inspection,  and  a sign  is  re- 
quired to  be  posted,  stating  where  the  list  of  fees  is  located.  Physicians  can  best 
meet  these  requirements  by  marking  their  regular  charges  on  a copy  of  AMA’s 
Current  Procedural  Terminology,  available  for  $2.00  from  the  AMA  Circulation 
and  Records  Department.  This  booklet  contains  the  approved  five-digit  coding 
and  nomenclature  for  all  procedures  and  can  be  kept  in  the  receptionist’s  desk.  A 
small  sign  (5"  X 8")  can  be  posted  on  the  receptionist’s  window  or  placed  else- 
where in  the  waiting  room,  and  should  read  as  follows: 

“Our  fees,  in  accordance  with  the  Federal  Price  Commission  regulations,  are 
available  on  request  from  the  receptionist.” 

Fees  are  not  to  be  increased  beyond  the  November  14  base  until  the  sign  is 
posted  and  the  fee  list  is  made  available  for  public  inspection,  and  increases  are 
then  limited  to  the  2.5  per  cent  figure. 

A multi-level  mechanism  for  price  increases  in  hospital  and  nursing  home 
charges  has  also  been  established  and  can  best  be  summarized  by  saying  that  they 
are  allowed  up  to  6 per  cent  cost-related  increases.  These  institutional  providers 
of  health  care  are  generally  tied  into  the  same  restrictions  faced  by  physicians. 
Costs  in  effect  November  14,  1971,  are  their  base  prices  and  increases  in  profit 
margins  are  prohibited. 

Any  price  or  fee  increases  beyond  the  2.5  per  cent  for  physicians  and  other 
non-institutional  providers,  and  beyond  6 per  cent  for  institutional  providers,  fall 
under  what  is  called  the  “provisions  for  exception  by  ruling.” 

Under  these  provisions,  the  physician  or  institution  must  request  an  exception 
from  the  price  or  fee  provisions,  to  the  Chairman  of  the  Price  Commission,  by  way 
of  the  District  Director  of  Internal  Revenue.  The  provider  must  justify  the  request 
for  exception  on  the  basis  of  serious  hardship  or  gross  inequity,  and  must  convince 
the  Commission  Chairman  that  the  request  is  not  simply  to  get  around  the 
Economic  Stabilization  Act. 

Wages  and  salaries  of  physician  personnel  are  also  restricted,  and  maximum  in- 
creases for  them  are  set  at  5.5  per  cent  for  the  same  period,  exclusive  of  reason- 
able fringe  benefits  such  as  health  insurance.  Rents  of  commercial  property,  which 
includes  most  physicians’  offices,  are  exempt  from  rent  controls,  but  increases  in 
costs  of  supplies  are  subject  to  the  general  2.5  per  cent  price  control. 

Please  take  care  to  comply  now  with  the  fee  list  and  sign-posting  provisions  of 
the  regulations.  Anyone  found  willfully  violating  the  price  stabilization  regulations 
is  subject  to  a fine  up  to  $5,000  for  each  violation  and  a court  injunction  to  re- 
strain further  infractions. 
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A single-dose,  non-staining  anthelmin 


with  just  one  non-staining  dose 
of  Antiminth  [pyrantel  pamoate] 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  perSOIbs.]. 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  /rg/ml)  are  reached  In  1-3 
hours.  Ouantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SCOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequentiy  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to.  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 
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RO0RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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1972  Annual  Session 


LOCATION  OF  HOTELS  AND  MOTELS  IN  MACON 


*A  block  of  rooms  is 
being  held  for  MAG 
members  at  these 
hotels/motels . 


HOTEL  AND  MOTEL  FACILITI 
MACON,  GEORGIA* 


Alpine  Lodge 
Ambassador  Motel 
Brown's  Motel 
City  Auditorium 
Convention  Bureau 
Greater  Macon  Chamber  of  Co 
Courtesy  Court  Motel 
Dempsey  Motor  Hotel 
Heritage  Motel 
Holiday  Inn  of  Macon 
Holiday  Inn  West 
Howard  Johnson's  Motor  Lodge 
Macon  Coliseum 
Macon  Plaza  Motel 
Quality  Courts  Motel  South 
Sheraton  Motor  Inn 
T own  Pavilion  of  Macon 


*17  Macon  Hiltcii 


THE  ANNUAL  SESSION-A  MINI-SCHEDULE 


Thursday,  May  11,  1972 

8:30  a.m. — Registration  Opens 

9:00a.m. — Specialty  Society  Meetings  (See  March 
Program  Issue) 

2:00  p.m. — Auxiliary  Pre-Convention  Executive  Board 
Meeting 

6:30  p.m. — Specialty  Society  Receptions  and  Dinners 
(See  March  Program  Issue) 

Friday,  May  12,  1972 

9:00  a.m. — First  General  Session 

First  Session,  House  of  Delegates 
Featured  Speaker:  “Government  Con- 

trolled Medical  Care” 

10:00  a.m. — Auxiliary  General  Meeting 

2:00  p.m. — General  Meeting — “Health  Care  Delivery 
Systems — Past,  Present  and  Future” 


6:30  p.m. — Alumni  Receptions  and  Dinners 

Saturday,  May  13,  1972 

9:00  a.m. — Reference  Committee  Meetings 
10:00  a.m. — Auxiliary  General  Meeting 
2:00  p.m. — General  Meeting — “Venereal  Disease.” 
“Sex  in  Schools”  and  “Dynamics  of  Vio- 
lence” 

6:30  p.m. — Annual  Reception  and  Banquet 

Sunday,  May  14,  1972 

7:00  a.m. — Prayer  Breakfast 
9:00  a.m. — Second  General  Session 

Second  Session,  House  of  Delegates 
9:00  a.m. — Auxiliary  Post-Convention  E.xecutive  Board 
Meeting 

12:00  noon — Adjournment 
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Medical  Association  of  Georgia 
Annual  Session 


May  11-14,  1972 — Macon,  Georgia 
RESERVATION  REQUEST 

1.  Please  complete  this  form  and  mail  to:  Reservation  Department 

(Motel/Hotel  of  your  choice) 

Macon,  Georgia  (Proper  Zip  Code) 

2.  Special  reservation  forms  will  be  mailed  to  Officers,  Councilors,  Delegates  and  Special  Out-of-State  Guest  Speakers. 

3.  Assignment  of  rooms  will  be  made  in  order  of  receipt  of  reservation.  If  possible  confirmation  will  be  in  accordance  with 
preference  indicated;  if  not,  best  substitute  will  be  made. 

4.  Unreserved  accommodations  will  be  released  on  April  20,  1972. 

5.  Rooms  will  not  be  ready  for  occupancy  until  2:00  p.m.  on  day  of  arrival.  Check-out  time  is  1:00  p.m.  on  your  departure 
date. 


6.  A quick  check  out  card  will  be  placed  in  each  room  at 
you  will  be  billed  later. 

the  Macon  Hilton  Hotel.  Turn 

this  in  at  Registration  Desk  and 

DAILY  MOTEL/HOTEL  ROOM  RATES 

—EUROPEAN  PLAN  (Meals 

not  included) 

Bedroom 

Each  Additional 

NAME  OF  MOTEL 

1-2  persons 

Person 

Alpine  Motor  Inn 

Single— $10.00-11.00 

$2.50 

1990  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $14.50-15.00 

$2.50 

Dempsey  Motor  Hotel 

Single— $10.00-14.00 

$3.00 

P.O.  Box  127,  Macon,  Ga.  31202 

Double— $16.00-20.00 

$3.00 

Holiday  Inn  of  Macon 

Single — $13.50 

1044  Riverside  Dr.,  Macon,  Ga.  31202 

Double — $16.00 

Howard  Johnson’s  Motor  Lodge 

Single— $13.00-16.00 

$3.00 

2566  Riverside  Dr.,  Macon,  Ga.  31202 

Double— $18.00-21.00 

$3.00 

Macon  Hilton  Hotel 

Single — $17.00 

$6.00 

P.O.  Box  144,  Macon,  Ga.  31202 

Double — $23.00 

$6.00 

Sheraton  Motor  Inn 

Single— $12.00-16.00 

$3.00 

2737  Sheraton  Dr.,  Macon,  Ga.  31202 

Double— $15.00-19.00 

$3.00 

Town  Pavilion  Motel 

Single— $10.00-11.00 

$3.00 

Broadway  at  Walnut  Street,  Macon,  Ga.  31202 

Double— $13.00-14.00 

$3.00 

Cm  out  and  send  to  motel/ hotel  of  your  choice: 

Please  type  or  print 

Please  reserve  from  block  of  rooms  being  held  for: 

MEDICAL  ASSOCIATION  OF  GEORGIA  ANNUAL  SESSION 

MAY  11-14,  1972 

NAME  

ADDRESS 

CITY  & STATE  ZIP 

ARRIVAL  DATE  DEPARTURE  DATE 

TYPE  OF  ACCOMMODATIONS  DESIRED  FOR  # OF  PERSONS 
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PRESIDENT'S  LETTER 


A NEW  FACE  A-COMING 

THE  ANNUAL  SESSION  NEXT  MONTH,  it  Will  be  time  foT  a changing  of  the 
guard,  a passing  of  the  torch,  and  off  with  the  old  and  on  with  the  new.  In  case 
this  is  confusing.  I’m  simply  trying  to  imply  that  with  the  next  issue  of  the  Journal, 
a new  face  will  grace  this  page  and  your  incoming  president  will  have  the  pleasure 
of  imparting  to  you  the  benefits  of  his  thinking  here.  It  really  doesn’t  seem  that 
12  months  have  gone  by  since  I wrote  my  first  article,  but  time  does  march  on, 
and  it  will  be  necessary  for  me  to  fold  my  tent  and  become  part  of  the  background. 

This  has  been  a challenging  year,  but  to  say  the  least,  it’s  been  interesting!  It 
was  with  the  help  of  the  hard  working  committees  that  really  did  the  major  part 
of  the  work,  and  with  the  help  of  a most  efficient  headquarters  staff  always  at  our 
beck  and  call,  and  also  the  help  of  those  at  home  who  manned  the  fort  in  taking 
care  of  my  practice  while  I was  away  on  MAG  business.  Without  all  these,  the  job 
would  have  been  not  only  insurmountable,  but  entirely  impossible.  I will  always 
remember  the  honor  that  was  bestowed  upon  me  in  being  elected  to  this  office 
and  this  far  surpasses  any  contribution  I may  have  been  able  to  make. 

During  the  past  year  we  did  not  accomplish  everything  that  we  had  hoped.  We 
lost  the  battle  to  retain  the  physician-controlled  Board  of  Health,  but  no  one  can 
say  that  we  failed  to  fight  for  what  we  felt  was  best  for  the  people,  who  are  the  po- 
tential recipients  of  the  health  care  we  deliver.  Even  though  we  lost  this  battle,  I 
do  not  feel  that  we  have  lost  the  war,  for  even  now  as  we  fall  back  to  lick  our 
wounds  and  regroup  for  those  encounters  that  we  know  are  before  us,  I believe 
each  of  you,  even  more  so  now,  sees  the  necessity  of  a strong  organization  and  a 
closer  cooperation  from  all  the  membership  in  order  to  fight  the  ever  present  con- 
frontations and  the  slowly  creeping  socialized  take-over  that  has  been  so  poignantly 
demonstrated. 

I shall  be  forever  grateful  to  those  of  you  who  have  taken  your  time  to  read  the 
comments  that  I have  made  in  the  last  12  months,  and  a double  portion  of  this 
feeling  of  gratitude  goes  to  those  of  you  who  have  told  me  that  you  liked  them. 

In  1927  (gosh,  that’s  45  years  ago),  while  in  pre-med  at  Emory  University, 
there  was  an  itinerant  poet  who  had  charge  of  chapel  services  one  day  and  read 
many  of  his  creative  thoughts  in  poetry.  I liked  one  of  his  poems  so  well  that  I 
purchased  it  for  the  sum  of  25  cents,  and  with  apologies  to  Riley  Scott,  I would 
like  to  pass  it  on  to  you  because  it  is  apropos  with  the  changing  of  the  face  that 
you  will  see  on  this  page  next  month.  The  title  of  the  poem  was  “That  Same  Old 
Face.” 
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Did  you  ever  wake  up  in  the  cold,  gray  dawn, 

In  some  strange,  unfamiliar  place, 

And  glance  in  the  mirror  with  a muffled  yawn — 

And  behold  that  same  old  face? 

Did  you  ever  get  up  from  a barber’s  chair 
With  a feeling  as  fine  as  lace. 

And  look  in  the  mirror  and  find  it  there — 

That  same  old  monotonous  face? 

Did  you  ever  step  out  to  see  your  “gal” 

At  a quick  and  sprightly  pace. 

To  meet  in  the  hallway  mirror  that  pal 
You  never  can  lose — your  face? 

Then  do,  old  chap,  as  I have  done. 

With  a philosophical  grace. 

And  learn  to  love  the  only  one 

That  will  always  stick — your  face! 

As  I have  indicated,  you  will  have  a new  face  on  this  page,  but  just  remember 
that  the  one  you’ve  been  seeing  for  12  months  is  the  one  I’m  stuck  with  and  even 
though  my  term  of  office  expires,  my  face  remains  the  same. 

We’re  looking  for  a really  good  meeting  at  the  annual  session  in  Macon,  and  if 
the  Good  Lord’s  willing  and  the  creek  don’t  rise.  I’ll  see  you  there. 

Voo:^- VVVAJt: 

W . C.  Mitchell,  M.D. 

President,  Medical  Association  of  Ga. 


DEAN’S 
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Adventure  in  Sport  i 


Your  leisure  hours  are  valuable. 

Let  Dean’s  help  you  make  the  most  of  them. 

We  know  that  time  is  important  to  successful 
professional  men,  and  that,  in  both  work  and  play, 
they  insist  on  unquestioned  quality. 

So  we  outpt  you  quickly  and  expertly  with 
the  equipment  and  apparel  for  your 
favorite  sport.  Come  let  us  provide  you 
with  all  you  need  to  get  greatest  pleasure 
from  your  valuable  leisure  hours. 

6277  Roswell  Road,  NW/Atlanta,  Georgia/Sandy  Springs  Plaza/252-8706 
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CANCER  PAGE 


CANCER  EDUCATION  FOR  LAYMEN 
IN  SOME  OF  THE  AFRICAN  COUNTRIES 


ASA  G.  YANCEY,  M.D.,  F.A.C.S.,  Atlanta 


Male  child,  Burkitt’s  Sai'coma,  left 
orbit,  KoiTe  Bu  Hospital,  Accra, 
Ghana. 


In  August,  1971,  the  hospitals  in  the  African  countries  of  Liberia,  Ghana, 
Kenya,  Tanzania  and  Ethiopia  were  visited  as  an  activity  of  the  National  Medical 
Association  Post-Convention  Seminar.  Among  many  striking  medical  conditions 
seen,  four  cases  of  Burkitt’s  Tumor  were  observed  in  a single  children's  ward  of 
Korle  Bu  Hospital  in  Accra,  Ghana  (photograph  shows  Burkitt’s  Sarcoma  of 
orbit  and  maxilla).  These  children  were  in  various  stages  of  impressive  regression 
of  the  tumor  upon  receiving  cyclophosphamide  therapy.  Three  patients  with  hepa- 
toma were  noted  in  one  male  ward  in  the  Kenyatta  National  Hospital  of  Nairobi, 
Kenya;  one  of  these  had  had  a successful  right  hepatic  lobectomy  performed  by 
a brilliant  surgeon  of  Kenya. 

When  asked  about  their  program  of  public  education  for  the  early  detection  of 
cancer,  it  was  obvious  that  a vigorous  program  in  Africa,  such  as  the  American 
Cancer  Society  perpetuates  all  over  the  United  States  of  America,  would  fill  a real 
and  basic  need.  Any  new  nation  has  to  determine  its  priorities.  Other  health  needs 
such  as  developing  medical  schools,  rural  clinic  construction,  treatment  of  the 
severely  ill  and  other  basic  needs  must,  at  this  time,  take  precedence  over  the 
expenditure  of  funds  for  the  general  education  of  the  public  relative  to  the  early 
signs  of  cancer. 

Though  the  work  of  the  American  Cancer  Society  has  been  tremendous,  and 
as  much  as  we  have  yet  to  actively  instill  in  the  minds  of  many  Americans  con- 
cerning the  early  symptoms  of  cancer,  if  one  looks  at  Africa  and  much  of  the 
rest  of  the  world,  the  task  that  yet  lies  ahead  is  a mammoth  one  indeed.  Interna- 
tional health  organizations — working  with  and  through  national  governments — 
may  render  an  even  greater  service  for  world  health,  through  cancer  education. 

35  Butler  Si„  S.E.  30303 
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ECHOCARDIOGRAPHY 

ISRAEL  BELENKIE,  Atlanta 


X HE  FIRST  ATTEMPT  to  employ  diagnostic  ultrasound  in  cardiology  was  in  1950. 
Although  its  usefulness  in  mitral  valve  disease  was  well  described  by  the  early 
1960’s,  it  has  gained  popularity  slowly  and  it  is  only  now  that  it  is  beginning  to 
be  used  at  many  centers. 

Principle 

When  a beam  of  ultrasonic  wave  is  directed  at  structures  of  different  densities, 
some  of  the  waves  are  reffected  at  the  interfaces  between  these  structures.  These 
echos  are  received,  converted  into  electrical  energy  and  displayed  on  an  oscillo- 
scope. An  electrocardiogram  is  displayed  simultaneously  for  timing  purposes.  Pola- 
roid photographs  are  usually  obtained  from  the  oscilloscope  so  that  permanent 
records  are  made  from  which  appropriate  measurements  can  be  done. 

Technique 

With  the  patient  in  the  supine  position,  the  transducer  is  applied  to  the  chest 
with  a water  soluble  gel.  Different  cardiac  structures  are  located  and  identified 
by  their  characteristic  motion.  The  procedure  usually  takes  from  five  to  20  min- 
utes for  mitral  valve  echograms  but  may  take  up  to  one  hour  for  ventricular  vol- 
ume measurements.  There  is  neither  risk  nor  discomfort  associated  with  the 
technique. 

Uses 

The  motion  of  the  anterior  leaflet  of  the  mitral  valve  is  distinctly  abnormal  in 
all  cases  of  mitral  stenosis  so  that  a normal  mitral  echogram  rules  out  this  con- 
dition. When  present,  the  severity  of  the  stenosis  can  be  predicted  with  a high 
degree  of  confidence.  Echocardiography  is  also  a very  accurate  non-invasive 
method  of  assessing  surgical  results  following  mitral  commissurotomy.  There  are 
several  conditions  in  which  the  mitral  valve  motion  may  simulate  that  in  mitral 
stenosis;  however  there  is  usually  other  echocardiographic  and  clinical  information 
available  to  prevent  a false  positive  diagnosis. 

Tricuspid  stenosis,  which  almost  always  occurs  concomitantly  with  mitral  sten- 
osis, may  be  difficult  to  detect  clinically  but  is  usually  easily  identified  echocardio- 
graphically.  The  Austin-Flint  rumble  associated  with  aortic  regurgitation  may  be 
more  easily  proved  by  this  technique. 

In  mitral  regurgitation,  mitral  valve  motion  is  often  abnormal.  There  is  an  over- 
lap with  normals,  however,  and  the  practical  value  of  echocardiography  here  is 
limited.  The  type  of  mitral  regurgitation  that  is  associated  with  the  systolic  click- 
late  systolic  murmur  syndrome  has  a characteristic  pattern  of  mitral  valve  motion 
that  is  probably  diagnostic. 

Many,  and  perhaps  most,  patients  with  idiopathic  hypertrophic  subaortic  steno- 
sis (obstructive  cardiomyopathy)  can  be  confidently  diagnosed  using  echocardi- 


* Prepared  at  the  request  of  the  Coimiiittee  on  Professional  Education  oj  the  Georgia  Heart  Association. 
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ography  and  the  eifect  of  treatment  can  be  observed  by  serial  changes  in  the 
echocardiogram.  Most  of  the  remaining  patients  with  this  condition  can  be  identi- 
fied by  doing  an  echocardiogram  during  pharmacological  maneuvers. 

Echocardiography  is  probably  the  most  reliable  and  sensitive  non-invasive  tech- 
nique currently  available  for  the  detection  of  pericardial  fluid  and,  as  such,  may 
be  extremely  useful  in  assessing  patients  with  enlarged  cardiac  silhouettes  when 
an  effusion  is  suspected.  Pericardiocentesis,  if  required,  can  then  be  performed 
with  confidence  in  the  diagnosis. 

The  assessment  of  ventricular  function  using  echocardiography  is  currently 
being  studied  widely.  Initial  results  in  the  measurements  of  ventricular  volume, 
stroke  volume,  cardiac  output  and  ejection  fraction  correlate  remarkably  well  with 
cardiac  catheterization  data.  Although  these  results  are  encouraging,  it  is  still 
premature  to  apply  this  technique  extensively  for  this  purpose. 

Other  uses  of  echocardiography  that  are  currently  being  investigated  include 
the  differentiation  between  acute  and  chronic  aortic  regurgitation,  assessment  of 
prosthetic  valve  function,  detection  of  left  atrial  myxoma  and  aortic  dilatation  or 
aneurysm.  It  is  a diagnostic  aid  in  congenital  heart  disease,  in  pulmonary  em- 
bolism, in  determination  of  left  atrial  size  and  in  the  occasional  identification  of  a 
myocardial  aneurysm. 


Echocardiography  is  a non-invasive  technique  that  can  be  employed  safely, 
reasonably  rapidly  and  without  discomfort  to  the  patient,  both  as  a diagnostic  aid 
and  in  assessing  the  severity  of  a variety  of  cardiovascular  conditions.  Although 
probably  not  practical  for  use  by  a lone  physician  at  present,  it  would  be  appro- 
priate for  use  in  almost  any  size  hospital  or  group  practice. 


Summary 
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PATIENT’S  RELEASE  DOES  NOT 
RELEASE  PHYSICIAN 


JOHN  L.  MOORE,  JR.,  Atlanta* 

Jack  D.  Knight,  Jr.  was  seriously  and  permanently  injured  in  an  automobile 
accident  on  February  25,  1967.  He  was  treated  by  Dr.  Lowery,  a neurosurgeon, 
from  the  date  of  the  accident  until  April  1,  at  which  time  he  was  transferred  to 
his  hometown  hospital.  After  again  examining  the  boy  on  April  12,  Dr.  Lowery 
had  no  further  contact  with  the  Knights  until  their  suit  against  him  was 
commenced. 

On  June  30,  1967,  Jack’s  parents  executed  a release  in  favor  of  Harold  and 
Jack  Boling,  the  driver  and  owner  of  the  automobile  involved.  The  release  also 
ran  in  favor  of  State  Farm  Mutual  Automobile  Insurance  Company,  the  Bolings’ 
insurance  carrier,  and  “all  other  persons.”  The  Knights  received  a payment  of 
$10,500,  the  maximum  extent  of  the  Bolings’  liability  and  medical  payment 
coverage  with  State  Farm. 

The  release  signed  by  the  Knights  was  a pre-printed  form  containing  blank 
spaces  in  which  were  inserted  the  typewritten  names  of  the  Bolings  and  of  State 
Farm,  the  date  of  the  accident,  and  a brief  description  of  the  accident.  Dr.  Lowery 
was  not  named  in  the  release.  The  pertinent  language  from  the  release  read  as 
follows : 

“.  . . the  undersigned  hereby  releases  and  forever  discharges  Jack  Boling,  Harold 
Boling  and  State  Farm  Mutual  Automobile  Insurance  Company,  their  heirs,  execu- 
tors, administrators,  agents  and  assigns,  and  all  other  persons,  firms  or  corporations 
liable  or  who  might  be  claimed  to  be  liable,  none  of  whom  admit  any  liability 
but  all  expressly  deny  any  liability,  from  any  and  all  claims,  demands,  damages, 
actions,  causes  of  action  or  suits  of  any  kind  or  nature  whatsoever  and  particularly 
on  account  of  all  injuries,  known  and  unknown,  both  to  person  and  property,  which 
have  resulted  or  may  in  the  future  develop  from  an  accident  which  occurred  on 
or  about  the  24th  day  of  February,  1967,  at  or  near  Fitzgerald,  Ben  Hill  County, 
Georgia,  in  which  accident  Jack  D.  Knight,  Jr.,  minor  son  of  the  undersigned, 
sustained  severe,  permanent  and  permanently  disabling  injuries.” 

The  Knights  then  proceeded  to  file  suit  against  Dr.  Lowery  for  professional 
negligence,  alleging  that  he  had  failed  to  diagnose  and  remove  a subdural  hema- 
toma which  developed  during  his  course  of  treatment,  thereby  causing  further 
injury  to  their  son’s  brain. 

Dr.  Lowery’s  attorneys  set  up  as  a defense  to  the  action  against  him  the 
execution  and  delivery  of  the  release  described  above,  asserting  that  the  release 
barred  the  action  against  Dr.  Lowery.  The  trial  judge  granted  the  physician’s 
motion  for  summary  judgment  made  on  that  basis,  and  the  Knights  appealed  to 
the  Court  of  Appeals  of  Georgia. 


* Prepared  at  the  request  of  The  Medical  Association  of  Georgia.  Mr.  Moore  is  a member  of  the  firm 
of  Alston,  Miller  Gaines,  General  Counsel  to  The  Medical  Association  of  Georgia. 

The  case  described  is  Knight  v.  Lowrev,  Case  Nos.  26754  and  26756,  Supreme  Court  of  Georgia,  December 
2,  1971. 
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The  Court  of  Appeals  affirmed  the  trial  court,  holding,  “purely  as  a matter  of 
contract  law,”  that  the  release  was  unambiguous  and  that  Dr.  Lowery  was  entitled 
to  rely  upon  the  release. 

Supreme  Court  Decision 

The  Supreme  Court  of  Georgia  took  jurisdiction  of  the  case  and  reversed  the 
decision  of  the  Court  of  Appeals  by  action  of  a divided  Court. 

The  Supreme  Court  alluded  to  the  fact  that  Georgia  had  previously  been  among 
the  majority  of  States  in  the  United  States  saying  that  a general  release  of  all 
persons  included  the  physician  treating  the  person  injured  in  the  accident.  How- 
ever, the  Supreme  Court  noted  that  it  had  in  the  past  held  that  release  of  one  of 
the  negligent  parties  in  the  accident  also  released  any  other  negligent  party  in  the 
accident.  The  Court  went  on  to  say  that  this  holding  did  not  cover  the  situation 
presently  before  it  in  Jack  Knight’s  case.  The  Court  carefully  said  that  the 
physician’s  negligence,  if  any,  was  a different  wrong  to  Jack.  The  Court  also 
pointed  out  that  a growing  minority  of  States  was  re-examining  the  whole  question. 

The  Supreme  Court  also  held  that  the  Knights  could  introduce  non-written  evi- 
dence of  their  intention  in  executing  the  release.  Presumably  they  would  say  that 
they  had  not  intended  to  release  the  physician  but  only  the  negligent  driver,  the 
owner,  and  their  insurer. 

Comment 

This  December,  1971,  decision  apparently  changes  the  law  in  Georgia  on  this 
particular  point.  What  should  a physician  do?  If  he  has  treated  the  victim  of  an 
accident,  should  he  ask  his  patient  or  the  patient’s  parents  whether  they  plan  to 
settle  their  claim  against  the  negligent  driver?  Should  he  also  say  that  he  would 
like  his  name  written  in  the  release?  Would  this  imply  that  he  thinks  he  might  be 
guilty  of  malpractice?  Should  the  physician  contact  the  negligent  driver  and  his 
insurer  to  be  sure  that  they  write  his  name  in  the  release? 

Obviously,  the  treating  physician  will  do  none  of  these  things,  and  it  appears 
that  the  reported  decision  is  one  more  stone  in  the  wall  being  built  around  doctors 
at  the  present  time. 
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THE  ASSOCIATION 


NEW  MEMBERS 


Bailey,  A.  Glenn 
Active — Troup — Su 

Dickens,  Winburn  J. 

Active — Barrow — GP 

Heath,  Ricardo 
Active — Southwest  Ga.- 
GP 

Hilsman,  A.  H.,  Ill 
Active — Fulton — P 

Hoffman,  Kathryn  A. 
Active — Meriwether-Harris 
—PM 

Jurkiewicz,  Maurice  J. 
Active — Fulton — PI 

Mullis,  Kenneth  L. 

Active — Laurens — GP 

Tidwell,  Oliver  K. 

Active — Troup — R 

West,  John  T. 

Active — Troup — Su 


303  Smith  St. 

LaGrange,  Georgia  30240 

802  East  Ave. 

Winder,  Georgia  30680 

Edison  Clinic 
Edison,  Georgia  31746 

811  Juniper  St.,  N.E. 
Atlanta,  Georgia  30308 

The  Foundation 
Warm  Springs,  Georgia 
31830 

1365  Clifton  Rd.,  N.E. 
Atlanta,  Georgia  30322 

309  Bellevue  Ave. 

Dublin,  Georgia  31021 

City-County  Hospital 
LaGrange,  Georgia  30240 

Vernon  Rd. 

LaGrange,  Georgia  30240 


PERSONALS 


Third  District 

Joseph  C.  Serrato  of  Columbus  was  initiated  into 
the  Mexican  Academy  of  Culture  at  a special  meeting 
of  the  academy,  called  in  his  honor,  in  February. 

Fifth  District 

James  L.  Clements,  Jr.,  has  been  promoted  to  pro- 
fessor of  radiology  in  the  Emory  University  School  of 
Medicine. 

Lamar  B.  Peacock  was  installed  as  president  of  the 
American  College  of  Allergists  at  their  annual  meeting 
March  5-9,  1972,  in  Dallas,  Texas. 

Seventh  District 

William  B.  Dillard,  Jr.,  of  Cartersville,  has  been 
re-elected  to  active  membership  in  the  American  Acade- 
my of  Family  Physicians. 


DEATHS 


Glenn  Jackson  Bridges 

Glenn  Jackson  Bridges  died  at  his  home  in  Atlanta 
February  26  after  a prolonged  illness.  He  was  66. 


A graduate  of  the  Atlanta  College  of  Pharmacy  and 
the  Medical  College  of  Georgia,  Dr.  Bridges  was  a 
member  of  Phi  Rho  Sigma,  Theta  Kappa  Nu  and  La- 
conte  fraternities.  He  was  also  a member  of  the  First 
Presbyterian  Church,  Druid  Hills  Golf  Club,  Fulton 
County  Medical  Society,  Medical  Association  of  Geor- 
gia and  the  Atlanta  Urological  Society. 

A former  Public  Health  Officer  in  Millen  and  Savan- 
nah, he  had  practiced  medicine  in  East  Atlanta  and 
Atlanta  for  30  years. 

Dr.  Bridges  is  survived  by  his  widow,  the  former 
Margaret  Eugenia  Raymond,  of  Augusta;  a daughter, 
Lucy  Jane  Bridges  Altizer;  three  sons,  Glenn  Jackson 
Bridges,  Jr.,  M.D.,  Chandler  Raymond  Bridges  and 
Andrew  Phillip  Bridges,  all  of  Atlanta;  sisters,  Mrs. 
Ruby  Durham  of  Savannah,  Mrs.  Mable  Benson  of 
Athens  and  Mrs.  Mildred  Maughon  of  Atlanta;  brothers, 
Ralph  Bridges  of  Santa  Cruz,  California,  John  Bridges 
of  Houston,  Texas  and  Roy  Bridges  of  Gainesville;  and 
a grandson,  Douglas  Leo  Altizer,  Jr.,  of  Atlanta. 

Richard  Heath 

Richard  Heath  died  February  25  at  Palmyra  Hos- 
pital in  Albany,  following  an  illness  of  five  days. 

A member  of  the  staff  of  Calhoun  Memorial  Hos- 
pital and  staff  doctor  for  the  Calhoun  Nursing  Home, 
Dr.  Heath  was  a member  of  the  Southwest  Georgia 
Medical  Association,  a Mason,  a Shriner  and  a mem- 
ber of  the  Eastern  Star  and  Scottish  Rite. 

He  was  a member  of  the  Methodist  Church,  the 
Edison  Lions  Club  and  the  Calhoun  County  Country 
Club. 

Dr.  Heath  is  survived  by  his  widow,  Mrs.  Carolina 
Farias  Heath;  sons,  Edward  Heath  of  Miami,  Elorida 
and  Richard  Heath,  Jr.,  of  Ecuador;  daughters,  Mrs. 
Donald  Niese  of  Houston,  Texas  and  Mrs.  Lawrence 
Rowe,  also  of  Texas;  and  seven  grandchildren. 

James  F.  Olley 

James  F.  Olley,  chief  pathologist  and  director  of  the 
clinical  laboratory  at  Crawford  W.  Long  Memorial 
Hospital,  died  February  13  in  a private  hospital  fol- 
lowing a heart  attack.  He  was  50. 

Born  in  Northumberland,  Pennsylvania,  Dr.  Olley 
graduated  from  Harvard  University  Medical  School 
and  was  a teaching  fellow  at  Jefferson  Medical  College 
and  Bucknell  University.  Since  coming  to  Atlanta  more 
than  20  years  ago,  he  has  been  an  associate  professor  of 
pathology  at  Emory  University. 

He  was  a member  of  the  American  Board  of  Pathol- 
ogy, the  Society  of  Clinical  Pathologists,  the  College 
of  American  Pathologists  and  the  Atlanta  Clinical  So- 
ciety. He  also  was  a member  of  Phi  Beta  Pi  fraternity, 
the  Masons  and  St.  Anne’s  Episcopal  Church. 

Survivors  include  his  widow,  three  daughters,  two 
sons,  a sister  and  a brother. 
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The  Price  Commission  restricted  increases  in  a phy- 
sician's fees  to  2.5  per  cent  a year  when  justified  by 
increases  in  his  costs,  hut  granted  the  right  of  appeal 
to  the  Internal  Revenue  Service  for  a further  increase 
for  those  physicians  with  greater  increases  in  their 
costs  of  conducting  a practice. 

The  otficial  regulations  went  into  effect  December 
29,  a day  before  they  were  published  in  the  Federal 
Register.  The  commission  earlier  had  announced  guide- 
lines on  which  the  regulations  were  based. 

The  regulations  require  that  a physician  maintain 
a schedule  of  fees  and  increases  with  a sign  in  his  of- 
fice that  such  a schedule  is  available  for  inspection. 
But  he  does  not  have  to  post  them  in  his  office. 

After  issuance  of  the  regulations,  AMA  officials  con- 
tinued meetings  with  federal  officials  in  efforts  to  ef- 
fect modifications  of  provisions  considered  unfair  to 
physicians.  The  meetings  started  before  issuance  of 
the  guidelines. 

One  meeting  was  with  Donald  Rumsfeld,  director  of 
the  President's  Cost  of  Living  Council,  a few  days  be- 
fore the  regulations  were  issued.  Dr.  Max  H.  Parrott, 
chairman  of  the  AMA  Board  of  Trustees  and  head  of 
its  delegation,  voiced  strong  exceptions  to  some  of  the 
price  control  provisions  which  would  deny  treatment 
equal  to  that  given  other  providers  of  professional  ser- 
vices. 

The  Price  Commission  has  ruled  that  “a  non-institu- 
tional  provider  of  health  care  services  may  charge  a 
price  in  excess  of  the  base  price  only  to  reflect  allow- 
able costs  in  effect  on  November  14,  1971,  and  allow- 
able cost  increases  incurred  after  November  14  reduced 
to  reflect  productivity  gains,  and  only  to  the  extent 
that  such  increased  price  shall  not  result  in  an  increase 
in  such  provider’s  profit  margin  as  a percentage  of  rev- 
enues, before  income  tax,  over  that  prevailing  in  the 
base  period,  providing,  however,  that  the  provider’s 
aggregate  price  increases  shall  not  exceed  2.5  per  cent 
per  year.” 

The  AMA  has  pointed  out  that  the  Price  Commis- 
sion’s 2.5  per  cent  limitation  on  the  increase  of  phy- 
sicians’ fees  was  discriminatory  inasmuch  as  other  pro- 
viders of  services  could  reflect  actual  increases  in  cost 
by  a “pass  through”  of  such  costs,  a procedure  denied 
physicians  under  the  proposed  regulations. 

The  AMA  also  pointed  out  that  while  the  Price 
Commission  urged  increased  physician  productivity, 
the  proposed  regulations  might  well  decrease  produc- 
tivity. 

The  physician  cannot  generally  work  longer  hours 
than  he  is  presently  working,  the  AMA  position  paper 
said.  He  can  expand  his  office  space,  purchase  new  test- 
ing and  diagnostic  aids,  and  employ  more  staff. 

But  held  to  a 2.5  per  cent  fee  increase — in  the  face 
of  higher  costs — he  is  apt  to  do  none  of  these  things. 

The  AMA  paper  also  took  exception  to  the  proposed 
requirement  for  the  posting,  or  having  available,  a fee 
schedule.  It  is  simply  not  practical  for  a physician  to 
arrive  at  a schedule  of  prices  for  each  and  every  one 
of  the  numerous  services  he  renders,  the  AMA  said, 
pointing  out  that  it  was  its  understanding  that  the  Com- 
mittee on  Health  Services  Industry,  an  advisory  body 
to  the  Price  Commission,  recognized  this  fact  and  had 
recommended  that  posting  be  limited  to  institutional 
providers. 


The  AMA  also  pointed  out  that  the  proposed  guide- 
lines do  not  provide  for  a procedure  under  which  phy- 
sicians whose  fees  are  below  the  norms  in  their  com- 
munities may  adjust  their  fees.  Physicians  usually 
maintain  their  fees  for  several  years  and  then  increase 
them  by  10  or  20  per  cent  to  counter  inflation,  rather 
than  impose  annual  increments  of  25  or  50  cents,  the 
AMA  said,  insisting  that  the  proposed  regulations 
should  contain  reasonable  criteria  for  handling  unusual 
situations  such  as  these. 

At  the  suggestion  of  Mr.  Rumsfeld,  the  AMA  has 
taken  its  case  directly  to  C.  Jackson  Grayson,  Jr., 
chairman  of  the  Price  Commission,  and  additional 
meetings  have  been  scheduled.  The  full  text  of  the 
AMA’s  position  paper  on  this  subject  has  been  for- 
warded to  all  state  medical  societies. 

Cancer  Legislation 

President  Nixon  signed  into  law  a sharply  stepped- 
up  program  to  combat  cancer. 

In  signing  the  legislation  before  several  hundred 
leaders  in  the  field  at  a White  House  ceremony,  Nixon 
expressed  “hope  that  in  the  years  ahead  we  will  look 
back  on  this  as  the  most  significant  action  taken  dur- 
ing this  administration.” 

The  new  law,  which  authorizes  expenditure  of  Si. 6 
billion  in  the  next  three  years,  gives  the  National  Can- 
cer Institute  partial  autonomy  and  puts  it  to  a large 
extent  under  the  White  House  although  it  remains  in 
the  National  Institutes  of  Health. 

Its  chief  will  be  appointed  by  the  President,  its  ac- 
tivities monitored  for  the  President  by  a special  three- 
man  advisory  board,  and  its  budget  submitted  directly 
to  the  White  House. 

Nixon  predicted  the  new  organizational  setup  “will 
enable  us  to  mobilize  far  more  effectively  both  our 
human  and  our  financial  resources  in  the  fight  against 
this  dread  disease.” 

The  revamped  organizational  structure  is  a com- 
promise between  proposals  to  establish  a separate, 
wholly  independent  cancer  authority  under  the  White 
House  and  to  leave  NCI  in  NIH  but  with  a greatly 
expanded  program. 

The  main  thrusts  of  the  new  cancer  research  pro- 
gram are  being  developed  by  a committee  of  280  non- 
government scientific  consultants  and  will  be  completed 
by  March. 

The  prime  goal  will  be  to  find  drugs  that  are  ef- 
fective against  “slow-growing”  tumors — malignancies 
that  affect  such  organs  as  the  lung,  breast,  colon  and 
bladder  and  account  for  85  per  cent  of  the  650,000 
new  cancer  cases  a year. 

The  Cancer  Institute  plans  to  organize  "task  forces’’ 
to  launch  a coordinated  attack  against  specific  forms 
of  cancer,  including  lung,  bladder,  prostate  and  large 
bowel.  This  approach  is  credited  with  achieving  sub- 
stantial success  in  treating  childhood  leukemia. 

The  President  also  signed  into  law  a $673.6  million 
bill  financing  continuance  of  the  federal  government’s 
programs  to  aid  medical,  dental,  nursing  and  allied 
health  schools.  It  was  about  $150  million  more  than 
the  administration  requested,  but  $200  million  below 
the  figure  approved  by  the  Senate.  Medical  and  dental 
schools  were  allotted  $460.4  million,  compared  with 
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the  administration’s  request  for  $366  million.  Nurses 
got  $145  million. 

Commission  of  Medical  Practice 

An  American  Medical  Association  spokesman  said 
a solution  to  the  medical  malpractice  problem  must  be 
found  “which  will  provide  equitable  protection  for  the 
patient  and  the  physician  and  which  will  not  contrib- 
ute unreasonably  to  the  cost  of  medical  care.” 

Dr.  Arthur  J.  Mannix,  Jr.,  of  New  Rochelle,  New 
York,  outlined  the  AMA’s  position  at  a hearing  of  the 
government’s  special  commission  of  medical  practice. 
Dr.  C.  A.  Hoffman,  AMA  president-elect  and  chair- 
man of  the  AMA  Professional  Liability  Committee,  is 
a member  of  the  Commission. 

“The  physician  should  be  permitted  to  treat  his  pa- 
tient in  an  atmosphere  of  mutual  trust  and  confidence, 
without  continual  threat  of  malpractice  charges,”  Doc- 
tor Mannix  said. 

“Some  means  must  be  found  which  will  provide 
equitable  protection  for  the  patient  and  the  physician 
and  which  will  not  contribute  unreasonably  to  the  cost 
of  medical  care. 

“New  systems,  perhaps  one  based  on  scheduled  bene- 
fits, or  a system  of  limited  and  well-defined  “no  fault” 
coverage  may  be  the  answer.  We  recognize  that  many 
questions  will  have  to  be  considered  when  any  major 
change  is  contemplated.  Will  the  patient  population, 
for  example,  be  willing  to  yield  its  rights  to  adversary 
litigation  as  they  know  it  now?  In  the  interests  of 
reduced  medical  care  costs,  would  they  accept,  as  an- 
other example,  scheduled  compensation  perhaps  limit- 
ing recovery  to  economic  losses?  In  any  event,  any 
viable  solution  will  have  to  be  based  on  acceptance 
by  the  public. 

“We  believe  that  additional  experimentation  with  a 
variety  of  means  may  lead  to  a more  satisfactory  res- 
olution of  the  problems  facing  us.  The  physicians  of 
this  country  would  welcome  measures  alleviating  the 
many  problems  present  today  in  the  practice  of  medi- 
cine as  it  relates  to  malpractice  liability.  . . . The 
American  Medical  Association  offers  to  this  Commis- 
sion its  assistance  as  solutions  are  sought  to  this  com- 
plex problem.” 

Dr.  Mannix  outlined  the  AMA’s  activities  in  the 
field  which  culiminated  in  the  negotiation  of  a con- 
tract with  CNA  as  insurance  carrier  and  Marsh  and 
McLennan  as  national  administrator  for  the  establish- 
ment of  sponsored  malpractice  insurance  in  states 
which  do  not  have  them. 

Barbiturates  Restrictions  Discussed 

The  American  Medical  Association  opposed  further 
government  restrictions  on  barbiturates. 

Dr.  Henry  Brill,  a member  of  the  AMA’s  Committee 
on  Alcohol  and  Drug  Dependence,  pointed  out  to  the 
Senate  Juvenile  Delinquency  Subcommittee  that  bar- 
biturates and  other  sedative  drugs  already  are  subject 
to  tight  controls  under  a federal  law — penalties  for 
illicit  sale,  restrictions  on  refilling  of  prescriptions,  and 
mandatory  registration  by  physicians  who  prescribe 
or  dispense  them. 

“To  add  to  the  present  restrictions  on  barbiturates  so 
as  to  reduce  medical  overuse  would  be  a disservice  to 
patients  who  need  them,”  Dr.  Brill  said.  “Not  only 
would  it  be  more  difficult  to  prescribe  and  administer 
such  drugs  in  the  treatment  of  numerous  illnesses  and 
disease,  it  would  inevitably  raise  the  costs  of  hospital 


care  in  direct  proportion  to  the  additional  record-keep- 
ing and  reporting  that  would  be  required  of  these  in- 
stitutions, where  so  great  a proportion  of  sedatives  are 
used  in  therapy. 

“On  the  other  hand,  we  vigorously  support  efforts 
to  control  street  traffic  and  diversion  of  drugs.  We  also 
subscribe  to  and  support  the  intensification  of  educa- 
tion and  persuasive  techniques  to  help  assure  the  proper 
utilization  of  these  drugs  in  medicine.  We  would  urge 
medical  schools  to  incorporate  comprehensive  material 
on  drug  abuse  and  drug  dependence  in  their  curricu- 
lums,  stressing  the  importance  of  an  accurate  assess- 
ment of  the  abuse  and  dependence  potential  of  patients 
when  psychoactive  drugs  are  medically  indicated.  Con- 
tinuing education  efforts  should  stem  largely  from  drug 
utilization  committees  in  hospitals  where  both  the 
medical  staff  and  house  officers,  together  with  nursing 
personnel,  can  benefit  from  an  ongoing  evaluation  of 
prescribing  practices.” 

Influenza  Outbreaks 

The  federal  government  reported  at  the  end  of  1971 
that  outbreaks  of  influenza  were  hopscotching  across 
the  country  in  a fashion  typical  of  the  1969  epidemic 
that  struck  an  estimated  30  million  Americans. 

The  National  Center  of  Disease  Control  (NCDC), 
a part  of  the  Department  of  Health,  Education  and 
Welfare  with  headquarters  in  Atlanta,  Georgia,  said 
some  of  the  influenza  has  been  identified  as  the  Hong 
Kong  variety  and  some  as  “influenza-like.”  School  ab- 
senteeism ranging  as  high  as  30  per  cent  was  reported 
by  communities  hardest  hit  by  the  bug. 

The  influenza  struck  swiftly  and  spread  rapidly.  Prac- 
tically no  outbreaks  were  reported  by  state  health  de- 
partments in  a telephone  survey  conducted  by  the 
NCDC  on  November  17-18.  But  another  phone  survey 
conducted  December  21  revealed  outbreaks  in  New 
England,  the  Middle  Atlantic  states.  Midwest,  South 
and  the  Ear  West.  The  Hong  Kong  influenza  “has  been 
documented  in  Connecticut,  Kansas,  Michigan,  New 
Jersey  and  Utah,”  the  NCDC  said. 

“Increased  influenza-like  disease  has  been  reported 
from  Colorado,  Idaho,  Indiana,  Louisiana,  Maine,  Mas- 
sachusetts, Montana,  New  Mexico,  Oregon,  South  Da- 
kota and  Wyoming,”  the  center  said. 

The  disease  was  reported  to  have  caused  mild  symp- 
toms in  its  victims. 

The  World  Health  Organization  said  that  influenza 
epidemics,  much  of  it  caused  by  the  Hong  Kong  virus, 
have  broken  out  in  both  Eastern  and  Western  Europe. 

President  Nixon  said  his  Administration  will  expand 
its  programs  to  improve  the  nation’s  emergency  medical 
services  and  to  combat  diseases  of  the  heart,  blood  ves- 
sels and  lungs. 

In  the  long  version  of  his  two  State  of  the  Union 
messages  to  Congress,  the  President  said  the  “stagger- 
ing” U.S.  death  toll  from  accidents — more  than  1 15,000 
last  year — “could  be  greatly  reduced  by  upgrading  our 
emergency  medical  services.”  He  said  it  could  be  done 
without  new  scientific  breakthroughs  if  present  knowl- 
edge were  applied  more  effectively. 

“To  help  in  this  effort,”  he  said,  “I  am  directing  the 
Department  of  Health,  Education  and  Welfare  to  de- 
velop new  ways  of  organizing  emergency  medical  ser- 
vices and  of  providing  care  to  accident  victims.  By  im- 
proving communication,  transportation,  and  the  training 
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of  emergency  personnel,  we  can  save  many  thousands  of 
lives  which  would  otherwise  be  lost  to  accidents  and 
sudden  illnesses. 

Significant  Accomplishments 

“One  of  the  significant  joint  accomplishments  of  the 
Congress  and  this  administration  has  been  a vigorous 
new  program  to  protect  against  job-related  accidents 
and  illnesses.  Our  occupational  health  and  safety  pro- 
gram will  be  further  strengthened  in  the  year  ahead — as 
will  our  ongoing  efforts  to  promote  air  traffic  safety, 
boating  safety,  and  safety  on  the  highways. 

“In  the  last  three  years,  the  motor  vehicle  death  rate 
has  fallen  by  13  per  cent,  but  we  still  lose  some  50,000 
lives  on  our  highways  each  year — more  than  we  have 
lost  in  combat  in  the  entire  Vietnam  war. 

“Fully  one-half  of  these  deaths  were  directly  linked 
to  alcohol.  This  appalling  reality  is  a blight  on  our  en- 
tire nation — and  only  the  active  concern  of  the  entire 
nation  can  remove  it.  The  federal  government  will  con- 
tinue to  help  all  it  can,  through  its  efforts  to  promote 
highway  safety  and  automobile  safety,  and  through 
stronger  programs  to  help  the  problem  drinker.” 

Presidential  Promise 

Nixon  promised  increased  attention  to  the  diseases  of 
the  heart,  blood  vessels  and  lungs  “which  presently  ac- 
count for  more  than  half  of  all  the  deaths”  in  the 
nation. 

“I  will  shortly  assign  a panel  of  distinguished  experts 
to  help  us  determine  why  heart  disease  is  so  prevalent 
and  so  menacing  and  what  we  can  do  about  it,”  he  said. 
“I  will  also  recommend  an  expanded  budget  for  the 
National  Heart  and  Lung  Institute.” 

He  also  called  upon  Congress  to  act  upon  his  pro- 
posals for  national  health  insurance,  health  maintenance 
organizations  and  elimination  of  the  monthly  fee  now 
charged  under  part  B of  medicare. 

The  President  said  he  later  will  propose  legislation 
“to  reform  and  rationalize”  the  delivery  of  social  ser- 
vices, including  health  services. 

“We  need  a new  approach  to  the  delivery  of  social 
services — one  which  is  built  around  people  and  not 
around  programs,”  he  said.  “We  need  an  approach 
which  treats  a person  as  a whole  and  which  treats  the 
family  as  a unit.  We  need  to  break  through  rigid  cate- 
gorical walls,  to  open  up  narrow  bureaucratic  compart- 
ments, to  consolidate  and  coordinate  related  programs 
in  a comprehensive  approach  to  related  problems.” 

Estimated  Spending 

In  his  fiscal  1973  budget,  Nixon  estimated  federal 
spending  on  HEW  health  programs  at  $18.1  billion,  an 
increase  of  $1.1  billion  over  the  current  fiscal  year 
which  ends  next  June  30.  A breakdown  under  broad 
categories  shows: 


Financing  Medical  Services 

Budget  authority  

Outlays  

Prevention  and  Control 

Budget  authority  

Outlays  

Offsetting  Receipts 

Budget  authority  

Outlays  

Totals 

Budget  authority  

Outlays  


12,657 

15,633 

20,115 

11,946 

14,214 

14,733 

360 

571 

737 

319 

382 

619 

-3 

-18 

-22 

-3 

-18 

-22 

15,307 

19,151 

23,681 

14,463 

17,024 

18,117 

The  fiscal  1973  budget  calls  for  a $49  million  increase  I 
— to  $435  million — for  delivery  of  health  services  pro-  ‘ 
grams — health  maintenance  organizations,  regional  med- 
ical programs  and  health  planning  agencies. 

Expenditures  for  medicare  and  medicaid  were  esti-  ; 
mated  to  increase  by  $492  million.  The  federal  share 
of  medicaid  was  estimated  at  $3.4  billion  or  55  per  cent 
of  the  total  cost.  Outlays  for  medicare  were  estimated 
at  $10.4  billion  in  fiscal  1973.  ! 

Other  spending  estimates  included: 

Food  and  Drug  Administration — $179.5  million,  an 
increase  of  $69.7  million. 

National  Institutes  of  Health  (mostly  biomedical  re- 
search)— $1.57  billion,  an  increase  of  $139  million.  Of 
this,  $430  million  goes  to  the  Cancer  Institute. 


Caution  from  Council 


The  President’s  Council  of  Economic  Advisers,  in  its 
annual  report  to  Congress,  cautioned  that  money  alone 
does  not  hold  the  solution  to  the  nation’s  health  prob- 
lems. New  criteria  for  evaluating  medical  care  should  be 
developed,  the  council  said. 

The  council  said  that  the  nation’s  medical  care  ex- 
penditures totaled  $75  billion — $358  per  person — in  fis- 
cal year  1971,  an  annual  growth  rate  of  4.3  per  cent  per 
capita  since  1966. 

“Although  improvement  in  the  health  of  the  popula- 
tion was  clearly  the  ultimate  goal  of  these  expendi- 
tures,” the  council  said,  “it  is  also  true  that  the  relation 
between  good  health  and  medical  expenditures  is  less 
than  direct.  First,  our  medical  dollars  may  not  always 
be  used  effectively.  Ideally,  the  preferences  of  consumers 
and  capabilities  of  suppliers  freely  interact  in  the  market 
to  determine  the  price  and  amount  of  the  commodity 
consumed;  and  this  interaction  leads  to  the  use  of  re- 
sources that  best  contributes  to  the  material  well-being 
of  people.  In  the  case  of  medical  care,  however,  distor- 
tions in  this  process  occur  because,  on  the  demand  side, 
consumers  are  not  always  able  to  judge  the  service,  and, 
on  the  supply  side,  competition  is  often  limited  by  re- 
strictions on  entry  into  medical  practice  and  hospital 
services.  Although  these  restrictions  may  have  been  in- 
tended to  protect  consumers,  as  a side  effect  they  may 
also  impede  the  efficient  utilization  of  resources.  In  addi- 
tion, the  dominant  position  of  nonprofit  organizations 
in  the  market  providing  hospital  services  raises  other 
questions  about  whether  incentives  to  minimize  costs 
are  as  great  in  medicine  as  in  other  parts  of  the 
economy. 


HEALTH 


Health  Factors 


(Fiscal  years,  millions  of  dollars) 


Development  of  Health  Resources 

Budget  authority  

Outlays  


1971 

1972 

1973 

(actual) 

(est.) 

(est.) 

2,293 

2,965 

2,851 

2,201 

2,446 

2,787 

“Yet  even  great  improvements  in  the  market  for 
medical  care  would  not  solve  all  health  problems.  An- 
other important  problem  arises  because  good  health  is 
related  to  many  factors  in  addition  to  medical  care. 
Some  of  these  factors  are  subject  to  an  individual's  con- 
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trol:  diet,  exercise,  smoking,  and  consumption  of  alco- 
hol. Other  conditions,  such  as  the  amount  of  pollution 
in  the  air  and  water,  depend  rather  on  the  actions  of 
society  as  a whole.  In  addition,  there  are  more  elusive 
influences,  like  the  tension  generated  by  attitudes  to- 
ward work  and  other  circumstances  of  modern  life. 
The  importance  of  life  styles  and  environment  to  health 
has  become  much  more  apparent  in  recent  years. 

“To  start  to  answer  the  general  question  of  how  we 
can  best  ‘produce’  health,  we  must  find  a way  of  measur- 
ing changes  in  the  level  of  health.  What  must  be 
measured  is  the  actual  output-health — not  simply  such 
inputs  as  amounts  of  medicine  consumed,  days  spent 
in  hospitals,  or  the  hours  in  consultation  with  doctors. 
While  no  comprehensive  measures  of  the  national  health 
have  been  developed,  and  each  existing  measure  has  its 
limitations,  such  indicators  as  mortality  rates  and  dis- 
ability days  have  been  widely  used  to  trace  changes  over 
time  and  to  compare  localities.  The  relationships  ob- 
served between  these  measures  of  health  and  other 
variables  have  revealed  a number  of  paradoxes.  . . . 

“Since  medical  care  is  likely  to  remain  a major  instru- 
ment for  improving  the  nation’s  health,  and  since  it  is 
a focal  point  for  public  policy,  there  is  a clear  need  for 
developing  tests  for  the  effectiveness  of  medical  care.  At 
present,  we  do  not  have  the  data  required  to  make  such 
tests,  and  thus  we  can  evaluate  only  imperfectly  the 
efficacy  of  alternative  medical  care  policies.” 

Medical  Teams 

The  federal  government  announced  the  first  assign- 
ments of  federal  doctors  and  other  health  workers  to 
provide  direct  patient  care  in  rural  and  big  city  areas 
with  critical  health  manpower  shortages. 

Teams  with  a total  of  68  medical  workers,  including 
doctors,  dentists  and  nurses,  will  be  assigned  to  1 8 
communities  in  13  states  to  work  with  such  patient 
groups  as  Indians,  migrant  workers,  welfare  families 
and  minorities. 

The  first  team,  a husband-wife,  doctor-nurse  duo,  was 
assigned  to  a 14-bed  hospital  in  rural  Jackman,  Me.,  in 
September.  The  second  team  went  to  work  in  Immokalee, 
Fla.,  in  November.  March  1 is  the  target  date  for  as- 
signing the  other  16  teams,  a spokesman  for  the  Na- 
tional Health  Service  Corps  said. 

The  Corps  was  created  Dec.  31,  1970,  when  President 
Nixon  signed  the  Emergency  Health  Personnel  Act, 
which  calls  for  government  health  workers  to  provide 
direct  health  services  to  residents  of  city  slums  and 
remote  rural  areas  designated  as  having  critical  health 
manpower  shortages. 

The  lag  in  starting  the  project  had  sparked  charges  by 
some  Congressional  Democrats  that  the  Administration 
was  delaying  it.  The  Administration  had  replied  that 
recruitment  was  difficult. 

Dr.  David  A.  Kindig,  recruitment  chief  for  the  Corps, 
admitted  that  the  major  incentive  for  doctors  to  join 
had  been  the  military  draft.  All  28  doctors  among  the 
68  initial  medical  workers  were  recruited  from  the 
Public  Health  Service  (PHS)  Commissioned  Corps,  and 
“many  of  them  are  still  fulfilling  their  military  obli- 
gations,’’ he  said. 

The  teams  also  include  10  dentists,  18  nurses  and  12 
other  professionals,  including  pharmacists,  dental  hy- 
gienists, health  educators  and  lab  technicians,  Kindig 


said.  Recruitment  of  some  team  members,  like  nurses, 
may  be  done  at  the  local  level,  he  said. 

Control  Transfer 

The  Nixon  Administration  said  that  it  hopes  to 
transfer  eight  U.S.  Public  Health  Service  (PHS)  hos- 
pitals and  30  government  clinics  to  local  control  by 
June  30,  1973. 

Health,  Education  and  Welfare  Secretary  Elliot  L. 
Richardson  said  President  Nixon’s  budget  for  the  fiscal 
year  beginning  next  July  1 “assumes  that  these  facilities 
will  be  converted  to  community  use  by  June  30,  1973.” 
The  budget  is  expected  to  go  to  Congress  next  Monday. 

The  hospitals,  with  a combined  2,484  beds,  are  in 
Baltimore;  New  Orleans;  Staten  Island,  N.Y.;  San 
Francisco;  Seattle;  Norfolk,  Va.;  Boston,  and  Galveston, 
Tex. 

“We  cannot  yet  predict  what  effect  the  current  reviews 
of  PHS  hospitals  and  clinics  will  have  on  those  now 
employed  in  those  installations”;  Richardson  said  in  a 
statement.  “No  change  in  employment  as  a result  of 
these  reviews  will  occur  this  fiscal  year  (ending  next 
June  30).” 

Richardson’s  announcement  said  an  administration 
decision  has  been  made  to  eliminate  8,087  HEW  jobs 
between  now  and  next  June  as  part  of  a government- 
side  plan  to  reduce  federal  employment. 

Drug  Abuse  Attacked 

President  Nixon  signed  an  executive  order  establish- 
ing the  Office  of  Drug  Abuse  Law  Enforcement  which 
will  marshal  a wide  range  of  government  resources  “in 
a concentrated  assault  on  the  street  level  heroin  pusher.” 

Miles  J.  Ambrose,  who  had  been  Customs  Commis- 
sioner, was  appointed  to  head  the  new  office. 

“I  am  convinced  that  the  only  effective  way  to  fight 
this  menace  is  by  attacking  it  on  many  fronts — through 
a balanced,  comprehensive  strategy,”  Nixon  said  in  a 
statement. 

He  said  the  Administration  has  worked  for  three  years 
to  eliminate  dangerous  drugs  at  their  source,  cutting 
off  their  international  flow. 

“Today  our  balanced  comprehensive  attack  on  drug 
abuse  moves  forward  in  yet  another  critical  area  as  we 
institute  a major  new  program  to  drive  drug  traffickers 
and  drug  pushers  off  the  streets  of  America,”  he  said. 

Nixon  praised  Ambrose,  45,  a lawyer  and  former 
New  York  enforcement  official,  as  a man  “who  knows 
how  to  take  caie  of  this  problem  of  law  enforcement.” 

Implemenlatioii 

Nixon  said  the  office  would  work  through  nine  re- 
gional offices  and  use  special  grand  juries  to  gather  in- 
formation about  drug  traffickers.  He  said  this  intelligence 
will  be  pooled  for  use  by  federal,  state  and  local  law 
enforcement  agencies. 

The  latest  FBI  uniform  crime  statistics  available  show 
that  451,000  persons  were  arested  in  1970  for  narcotic 
drug  law  offenses,  up  44  per  cent  from  1969  but  ac- 
counting for  just  4.8  per  cent  of  arrests  for  all  offenses 
in  1970. 

In  1970,  the  FBI  noted  that  53  per  cent  of  all  persons 
arrested  on  drug-related  charges  were  under  21  years 
of  age. 
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CLASSIFIED  ADVERTISING 


OFFICE  SPACE  located  in  large  Atlanta  subur- 
ban shopping  center.  Contact  T.  G.  Smith, 
M.D.,  (404)  373-5112,  or  (404)  634-6464. 

EMERGENCY  ROOM  PHYSICIAN— to  complete 
4-man  group  in  fulltime  emergency  room 
service.  200  bed  hospital  in  pleasant  com- 
munity 20,000  population.  Write  P.  I.  Fen- 
Ion,  Director,  John  D.  Archbold  Memorial 
Hospital,  Thomasville,  Georgia  31792,  or 
call  (912)  226-4121. 

FOR  RENT  OR  SALE — Newly  decorated  beau- 
tifully furnished  office,  fully  equipped.  As- 
sume immediately  practice  vacated  by  phy- 
sician’s death.  Suburban  Atlanta,  5 min. 
from  Atlanta  International  Airport.  Contact: 
Doris  D.  Nalley,  4564  Greenspring  Rd.,  Col- 
lege Park,  Ga.  30337,  (404)  766-9456  or 
763-3436. 


DOCTOR’S  SUITE — Ready  for  Occupancy.  800 
sq.  ft.  $350  per  month.  Carpeted,  paneled. 
Lab  with  cabinets  and  sink,  examining  rooms 
with  sinks,  private  office  with  sink,  private 
bath,  ind.  heat  and  air,  2 private  entrances 
on  ground  level.  Located  in  bldg,  with  other 
doctors  and  dentists  at  2508  Carroll  Ave., 
Chamblee  btwn.  Buford  Hwy.  and  Shallow- 
ford  Rd.  Call  JIM  JACKSON,  451-1377. 

HOSPITAL-BASED  PHYSICIAN  GROUP  PRAC- 
TICE. Small,  progressive  acute  care  hospital 
seeks  general  practitioners  or  internists  and 
surgeon  to  staff  hospital-based  outpatient  clin- 
ic. Contruction  beginning  for  60-bed  nursing 
home  addition  adjacent  to  hospital.  Long 
range  plan  includes  expansion  of  hospital 
following  completion  of  nursing  home.  For 
further  details  contact  Administrator,  Union 
General  Hospital,  Blairsville,  Georgia  30512. 
(404)  745-2111. 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896, 

Birmingham,  Alabama  352  1 2 
Phone:  205-836-7201 


A patient  centered 
non-profit  hospital  for 
intensive  treatment  of 
nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  Indi- 
vidual patient  care  has  been 
the  theme  during  its  47  years 
of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL; 

Hill  Crest  is  fully  accredited  by  the  Joint 
Comrnission  on  Accreditation  of  Hospitals 
and  is  also  approved  for  Medicare  pa- 
tients. 
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X-Ray  Seminar  Number  4 


A Cystic  Lesion  in  the  Femur 

WILLIAM  WHITAKER,  M.D.,  and  GERALD  DOMESCIK,  M.D.,  Atlanta- 


Dr.  William  Whitaker:  The  patient  for  presen- 
tation is  a 15-year-old  male  who  had  this  radio- 
graph following  trauma  to  the  right  lower  extremity. 
Dr.  Domescik,  what  do  you  think  of  these  films? 

Dr.  Gerald  Domescik:  There  is  an  obvious  frac- 
ture of  the  distal  femur  (Fig.  1).  This  is  a patho- 
logical fracture.  The  fracture  line  extends  through 
a cystic  defect  in  the  distal  shaft  of  the  femur.  This 
is  a very  benign  appearing  lesion.  It  has  a well- 
formed  ring  of  sclerosis  about  the  lesion,  there  is  no 
evidence  of  extension  or  permeation  of  surrounding 
bone.  There  is  no  evidence  of  periosteal  reaction. 
Radiographically,  this  most  probably  represents  uni- 
cameral bone  cyst.  It  is  centrally  located  in  the  fem- 
oral shaft. 

Other  lesions  which  may  produce  a similar  ap- 
pearance, such  as  chondromyxoid  fibroma  of  bone, 
occupy  a position  more  eccentric  in  location.  Non- 
ossifying fibroma  of  bone  would  have  to  be  consid- 
ered. It  is  also  usually  more  eccentrically  located. 
There  appear  to  be  bone  chips  within  the  lesion. 
Some  observers  use  this  as  a very  reliable  sign  of  a 
bone  cyst.  This  has  been  referred  to  as  the  “fallen 
fragment”  sign.  This  indicates  that  the  lesion  is  soft 
or  fluid-filled,  allowing  the  fragments  of  the  margin 
to  be  displaced  inward  into  the  lesion. 

Dr.  Whitaker:  This  is  a follow-up  film  of  the  fe- 
mur after  a period  of  four  months  (Fig.  2) . 

Dr.  Domescik:  The  fracture  is  well  healed,  but 
the  cystic  lesion  is  still  present. 

Dr.  Whitaker:  The  cystic  lesion  persisted  and 
three  years  after  the  fracture  the  lesion  was  curret- 

* From  a weekly  x-ray  conference.  Department  of  Radiology,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia  30322.  The  conference 
material  has  been  edited  by  Doctors  J.  L.  Clements,  Jr.  and  H.  S. 
IVeens. 


FIGURE  1 

Right  femur  demonstrating  pathological  fracture  extend- 
ing through  cystic  inti-amedullary  lesion. 

ted  and  bone  chips  were  placed  within  the  lesion. 
Would  you  discuss  the  histology  of  this  lesion.  Dr. 
Gravanis? 

Dr.  Michael  Gravanis:  The  slide  demonstrates  ev- 
idence of  production  of  new  bone.  There  is  osteoid 
which  is  becoming  calcified.  At  the  same  time,  there 
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FIGURE  2 

Follow-up  radiogi-aph  after  four  months  demonstrating 
healing  of  the  fracture,  but  persistence  of  the  cystic  intra- 
medullary bone  lesion. 

are  some  areas  demonstrating  “ehannels.”  When  you 
see  channels  such  as  this,  when  the  surgeon  says 
that  the  lesion  contained  bloody  fluid,  you  always 
think  of  aneurysmal  bone  cyst,  rather  than  unicam- 
eral bone  cyst.  These  channels  are  not  vessels;  mus- 
cle tissue  or  elastic  tissue  cannot  be  demonstrated 
in  these  channels.  With  the  amount  of  reactive  bone 
shown  in  the  sections  I believe  that  aneurysmal  bone 
cyst  is  much  more  likely  rather  than  unicameral 
bone  cyst,  which  is  a true  cyst  of  bone.  I would  favor 
aneurysmal  bone  cyst. 

Dr.  H.  S.  Weens:  What  is  the  difference  between 
unicameral  bone  cyst  and  aneurysmal  bone  cyst? 

Dr.  Gravanis:  The  true  unicameral  bone  cyst  is 
a thin-walled  cyst  with  not  too  much  reaction,  unless 
there  has  been  a fracture,  with  a thin  wall  of  fibrous 
tissue  within  it.  There  are  no  giant  cells  or  prolifera- 
tion of  fibrous  tissue,  which  are  in  abundance  in  an- 
eurysmal bone  cysts.  The  aneurysmal  bone  cyst  is 
made  up  of  spaces  containing  liquid  blood,  however 
this  is  not  considered  to  be  a true  cyst.  It  may  be  the 


result  of  previous  trauma.  It  is  not  uncommon  for  1 
aneurysmal  bone  cyst  to  be  superimposed  on  some 
other  lesion.  The  pathologist  is  aware  of  this  and 
looks  for  another  lesion  when  there  is  histological 
evidence  of  aneurysmal  bone  cyst. 

Dr.  Wade  Shuford:  Since  a cyst,  by  definition,  is 
a structure  containing  air  or  fluid,  are  you  justified  ; 
in  calling  this  a cyst  on  the  basis  of  the  radiographic  i 
appearance?  A bone  lesion  filled  with  fibrous  tissue  i 
or  granulation  tissue  would  produce  the  same  ap-  : 
pearance  on  the  radiograph. 

Dr.  Domescik:  The  bone  chip  which  appears  to 
be  “floating”  in  the  cavity  represents  a fragment 
which  was  displaced  by  the  trauma.  This  indicates  . 
that  there  is  liquid  within  the  structure  allowing  this 
fragment  to  be  displaced  inward.  If  this  cavity  were 
filled  with  solid  material,  the  bone  fragments  would 
not  be  displaced  within  the  lesion. 

Dr.  Weens:  The  older  textbooks  and  statistics  ^ 
point  to  the  most  frequent  location  of  unicameral 
bone  cyst  in  the  humerus,  however  I think  more  re- 
cent statistics  indicates  that  the  most  common  site 
for  unicameral  bone  cyst  is  in  the  femur. 

Dr.  Gravanis:  The  same  thing  can  be  said  for  an- 
eurysmal bone  cyst.  The  old  literature  indicated  that 
the  most  common  site  for  aneurysmal  bone  cyst  was  | 
in  the  vertebra,  however,  more  recent  statistics  indi- 
cate that  approximately  one-fourth  are  in  the  verte- 
bra and  the  remainder  are  found  localized  to  the  ex- 
tremities. 

Comment 

Aneurysmal  bone  cysts  show  no  distinct  sex  pre- 
dilection and  over  75  per  cent  occur  before  20  years 
of  age.  The  clinical  symptoms  are  pain,  restriction  I 
of  motion  and  swelling.  The  usual  site  of  location 
is  the  shaft  of  the  long  bones  near  the  metaphysis 
but  any  bone  may  be  involved.  The  epiphysis  is 
spared. 

Roentgenographically,  a well  circumscribed,  ec- 
centric located  area  of  rarefaction  associated  with 
soft  tissue  extension  is  the  characteristic  appearance.  | 
Usually,  the  soft  tissue  mass  will  be  bounded  by  a 
thin  rim  of  expanded  cortex.  Trabeculation  may  or 
may  not  be  seen.  i 

A unicameral  cyst  also  is  predominant  during  the 
first  two  decades  of  life.  Clinically,  the  patients  are  I 
usually  asymptomatic  and  the  cyst  comes  to  atten- 
tion after  a pathological  fracture  occurs.  This  lesion 
occurs  in  the  diaphysis  of  the  long  bones  and  pro- 
duces fusiform  widening  with  thinning  and  erosion 
of  the  eortex.  Trabeculation,  like  aneurysmal  bone 
eyst,  may  or  may  not  be  seen.  The  epiphysis  grows 
away  from  the  cyst  so  that  it  usually  lies  near  the 
center  of  the  shaft.  The  demonstration  of  “Fallen 
Fragments”  helps  to  substantiate  the  diagnosis. 
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The  histopathology  of  aneurysmal  bone  cysts  and 
simple  cysts  overlap  and  often  differentiation  is  im- 
possible. 

Emory  University  30322 
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HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 


Saturday,  March  11,  1972 


Finance:  Recommended  to  Council  that  $150  be 
added  to  the  budget  of  the  Committee  on  Mental 
Health  for  travel,  and  $100  be  appropriated  for  a mail- 
ing to  support  the  nomination  of  J.  Rhodes  Haverty  for 
an  AMA  Council  seat. 

Reorganization:  Voted  to  recommend  to  Council 
that  Doctors  Mitchell,  Dowda,  Eldridge,  David  Wells 
and  Henry  Scoggins  be  named  to  the  Board  of  Human 
Resources  Nominating  Commission,  with  Eldridge  as 
Chairman  for  MAG. 

Miscellaneous:  Mr.  L.  B.  Storey  has  officially  re- 
placed Miss  Thelma  Franklin  as  Assistant  Director, 
Business  and  Finance.  Miss  Franklin  has  been  retained 
as  a Consultant. 

The  two  Georgia  Blue  Boards’  Executive  Commit- 
tees would  meet  March  16. 

Council  would  receive  a report  from  the  Committee 


on  Insurance  and  Economics  with  a request  for  a 17  per 
cent  increase  in  Liability  Insurance  premiums,  the 
smallest  in  many  years. 

The  Bibb  County  Medical  Society  would  be  sur- 
veyed by  AMA. 

The  Georgia  Medical  Care  Foundation  would  de- 
velop District  Foundations  based  on  medical  market 
areas. 

State  appropriations  to  the  State  Medical  Education 
Board  would  provide  for  42  scholarships  in  1972. 

The  FLEX  Exam  would  be  given  to  Georgia  Medi- 
cal License  applicants  beginning  1972. 

Studies  should  be  given  to  the  idea  of  holding  Exec- 
utive Committee  Meetings  in  various  parts  of  the  State, 
with  District  Meetings. 

Next  Meeting:  Sunday,  April  16,  MAG  Headquar- 
ters, Atlanta. 


HIGHLIGHTS  OF  MAG  COUNCIL 


Saturday,  March  11,  1972 


Finance:  Voted  $1,500  to  Committee  on  Legislation; 
$100  for  mailing  for  J.  Rhodes  Haverty  for  AMA  Coun- 
cil on  Medical  Education;  $3.43  to  Past  President’s 
Travel;  $48.70  to  AMA  Delegates’  expense;  $150  to 
Committee  on  Mental  Health;  $4,500  to  Office  Travel; 
and  $145  to  print  a Parliamentary  Handbook  for  the 
MAG  House  of  Delegates. 

Board  of  Human  Resources:  Named  Doctors  Mitch- 
ell, Dowda,  Eldridge,  D.  Wells  and  H.  Scoggins  to 
the  Nominating  Commission. 

Podiatry:  Authorized  legal  counsel  assist  Attorneys 
for  Georgia’s  Blue  Shield  plans  in  appealing  rulings 
that  podiatrists  practice  medicine. 

Insurance:  Approved  new  liability  rates  effective 
June  1:  Class  I — $212;  Class  II — $341;  Class  III — 
$797;  Class  IV — $935;  Class  V — $1,048  representing 
a 17  per  cent  increase,  the  smallest  in  recent  years. 

Council:  Voted  to  retain  its  present  name. 

Constitution  and  Bylaws:  Approved  language  for 
introduction  to  the  House  of  Delegates  making  all  Past 
Presidents  Honorary  Members  of  Council  and  AMA 
Alternate  Delegates  Ex-officio  Members  of  Council 
without  the  right  to  vote. 


Component  County  Societies:  Voted  approval  of 
the  new  Hall  County  Medical  Society  Constitution  and 
Bylaws. 

Price  Commission  Suit:  Voted  instructions  to  AMA 
Delegates  to  support  action  that  AMA  assist  the  Florida 
Medical  Association  in  its  suit  declaring  price  commis- 
son  rulings  on  physician  fees  at  2.5  per  cent  to  be  dis- 
criminatory. 

Composite  Board  of  Medical  Examiners:  Voted  that 
the  MAG  Journal  print  an  annual  reminder  of  license 
renewal  dates. 

Woman’s  Auxiliary:  Learned  that  AMA  Auxiliary 
President,  Mrs.  G.  Prentiss  Lee,  will  attend  the  MAG 
Annual  Session  in  May. 

Osteopathy:  On  learning  that  language  for  bylaws 
amendments  allowing  osteopaths  to  join  MAG  would 
be  introduced  in  the  May  House  of  Delegates,  voted 
that  information  on  this  subject  be  distributed  to  Del- 
egates. 

Next  Meeting:  2:00  p.m..  May  10,  1972,  Macon- 
Hilton  Hotel,  Macon. 
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The  siveat  chloride  determination 
is  the  definitive  diagnostic  tool 


The  Diagnosis  of  Cystic  Fibrosis  in  the 

Practice  of  Allergy 


DONALD  C.  McLEAN,  M.D.,  Atlanta'^ 


X he  diagnosis  of  cystic  fibrosis  and  atopic  dis- 
orders in  childhood  may  be  confused,  as  these  two 
entities  share  common  symptom  complexes  and 
physical  findings.  The  two  cases  presented  demon- 
strate some  of  the  similarities.  These  similarities  and 
other  distinguishing  features  will  be  discussed. 

Case  No.  1 

E.  H.  is  a 10-year-old  white  male  who  was  re- 
ferred to  the  Lowance  Clinic  because  of  “allergy.” 
Three  years  prior  to  this  visit,  his  mother  noted  the 
onset  of  cough.  This  cough  was  episodic  and  was  not 
associated  with  frank  wheezing.  Classic  hayfever 
symptoms  were  manifest  in  the  spring  and  fall  of 
each  year.  Exposure  to  cats,  feathers,  wool  and  pol- 
lens caused  sneezing.  Sputum  and  nasal  discharge 
were  usually  yellow  in  color,  and  stools  were  said  to 
be  normal.  Eczema  was  never  present.  A sibling  died 
of  “intestinal  obstruction”  and  the  patient  was 
known  to  have  an  elevated  white  blood  count.  There 
was  a bilateral  family  history  of  allergy.  Physical  ex- 
amination revealed  a small  white  male  (lower  third 
percentile)  with  obvious  clubbing  of  the  fingers  and 
toes.  The  sinuses  did  not  transilluminate  and  rhonchi 
were  heard  in  the  chest.  White  blood  count  was  26,- 
000,  nasal  smear  showed  3+  eosinophiles,  and  the 
sweat  chloride  was  133  mEq/L.  Chest  and  sinus 
films  were  performed  (Illustrations  I and  II).  Aller- 
gy skin  testing  was  positive  for  pollens  and  house 
dust.  Pulmonary  function  studies  included  a normal 
vital  capacity  and  blood  gases,  as  well  as  moderate 
airway  obstruction. 

Case  No.  2 

D.  W.,  an  8-year-old  white  male,  was  referred  to 
an  allergist  because  of  cough.  The  suspicion  of  cystic 

* Assistant  Clinical  Professor  of  Pediatrics,  Emory  University  School 
of  Medicine. 

Presented  at  Southeastern  Allergy  Association,  Annual  Meeting. 
Regency  Hyatt  House,  Atlanta,  October  3,  1970. 


fibrosis  arose,  and  the  patient  was  referred  to  the 
University  of  Virginia  Hospital  for  further  diagnosis 
and  treatment.  Recurrent  coughing,  wheezing  and 
fever  had  been  prominent  since  the  age  of  six  weeks,  j 
Pale,  bulky  stools  had  always  been  noted,  and  * 
growth  milestones  were  retarded.  Physical  examina- 
tion revealed  an  increased  AP  chest  diameter,  rhon- 
chi on  auscultation  of  the  chest  and  a protuberant 
abdomen.  Nasal  washings  were  purulent,  and  sweat 
chloride  was  117  mEq/L.  Pansinusitis  and  hyperin- 
flation were  noted  on  respective  sinus  and  chest 
x-rays.  Allergy  skin  testing  corroborated  a positive 
atopic  history.  Pulmonary  function  studies  were 
characterized  by  airway  obstruction,  normal  vital  ca- 
pacity and  normal  blood  gases. 

Nasal  Mucosa  and  Allergy  | 

s 

Nasal  eosinophilia  is  said  to  be  indicative  of  atop- 
ic allergy.  Nasal  polyps  are  found  in  patients  with 
both  allergic  diseases  and  cystic  fibrosis.  Chart  re- 
view of  patients  attending  the  Grady  Memorial  Hos-  j 
pital  Cystic  Eibrosis  Clinic  was  unrevealing  in  regard  ! 
to  nasal  eosinophilia.  Nasal  polyps  occurred  in  some 
30  per  cent  of  cystic  fibrosis  patients.  Our  experi- 
ence would  suggest  that  nasal  polyps  are  rare  in  chil- 
dren with  atopic  allergy  and  that  nasal  eosinophilia 
is  a relatively  uncommon  finding  in  patients  with  ! 
cystic  fibrosis.  However,  Rourk  and  Spock^  note  that  i 
50  per  cent  of  a random  group  of  56  cystic  fibrosis  I 
patients  present  nasal  eosinophilia.  They  also  note  \ 
that  atopic  allergy  is  very  common  in  the  cystic  fi-  ' 
brosis  patient  group  (±50  per  cent)  and  agree  that  ■ 
nasal  polyps  “did  not  correlate  with  skin  tests  or  t 
eosinophilia.”  Shwachman,  et  al.-  found  that  nasal  i 
polyps  occur  in  6.7  per  cent  of  the  cystic  fibrosis  * 
population  and  that  the  presence  of  nasal  polyps  dic- 
tates that  the  child  “should  be  examined  for  evidence  - 
of  cystic  fibrosis.”-  Kulczycki^  and  others  found  that  ; 
atopic  allergy  occurs  in  16.6  per  cent  of  their  cystic  | 

I 
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FIGURE  1 
Sinus  x-rays,  Case  1. 


fibrosis  patients  (a  figure  comparable  to  the  general 
population),  and  Van  Metre^  accepts  the  presence 
of  nasal  polyps  as  evidence  of  allergy  in  patients 
with  cystic  fibrosis.  Thus,  some  confusion  exists  in 
this  area. 

Paranasal  Sinuses 

Most  authors  agree  that  involvement  of  the  para- 
nasal sinuses  is  very  common  in  cystic  fibrosis.  Nine- 
ty-three per  cent,-  92  per  cent®  and  100  per  cent® 
are  the  per  cents  of  cystic  fibrosis  children  with  sinus 
disease  reported  in  these  groups  studied  recently. 
Our  experience  is  similar.  An  almost  100  per  cent 
incidence  of  sinusitis  has  been  noted  both  at  the 
Grady  and  University  of  Virginia  cystic  fibrosis  clin- 
ics. An  obliterative  process  involves  the  sinuses  of 
the  cystic  fibrosis  patient  and,  by  its  very  nature, 
may  suggest  the  diagnosis  of  cystic  fibrosis.  This 
process  is  shown  in  Figure  1. 

Pulmonary  Function 

In  an  excellent  review  of  the  subject,  Zelkowitcz, 
et  al.®  state  that:  “Cystic  fibrosis  has  been  found  to 
be  associated  with  a pattern  of  airway  obstruction, 
poor  intrapulmonary  gas  mixing,  increase  in  residual 
volume,  loss  of  lung  elasticity  and  changes  in  gas  dif- 
fusion.” They  find  that  airway  obstruction,  as  mea- 
sured by  the  maximal  mid-expiratory  flow  rate 
(MMEFR),  is  the  most  sensitive  early  measure  of 
abnormal  pulmonary  function.  This  would  again 
agree  with  our  findings  at  the  University  of  Virginia 
Pulmonary  Laboratory.  Airway  obstruction  was  the 
most  common  early  abnormality.  Arterial  blood  gas 
determinations  were  frequently  normal  until  late  in 
the  course  of  the  disease  (Table  2).  Abnormalities 
in  vital  capacity  (restriction),  gas  mixing  and  in- 
creasing airway  obstruction  are  noted  as  the  disease 


TABLE  1 

REVIEW  OF  20  CASES  OF  CYSTIC  FIBROSIS 
UNIVERSITY  OF  VIRGINIA— 1968 

1.  Moderate  airway  obstruction 

2.  Normal  blood  gases 

3.  Normal  vital  capacity 

4.  Above  unrelated  to  x-ray  findings 


advances.  Thus,  the  mildly  affected  cystic  fibrosis 
patient  may  have  pulmonary  function  studies  similar 
to  the  childhood  asthmatic.  Reversibility  of  obstruc- 
tion after  inhalation  of  isoproterenol  is  only  some- 
times helpful  as  a differential  diagnostic  tool. 

Chest 

Radiologic  examination  of  the  chest  may  or  may 
not  be  an  aid  in  differentiating  cystic  fibrosis  patients 
from  normal  or  other  chronically  ill  patients.  A pat- 
tern of  hyperinflation  with  associated  physical  find- 
ings of  wheezing  may  make  the  cystic  fibrosis  pa- 
tient indistinguishable  from  the  asthmatic  using  these 
two  criteria.  A normal  chest  x-ray  can  co-exist  with 
the  diagnosis  of  cystic  fibrosis  or,  conversely,  ad- 
vanced chronic  changes  may  be  easily  demonstrated. 
As  in  most  childhood  pulmonary  disease,  the  chest 
x-ray  is  a helpful  adjunct  to  diagnosis,  but  must  not 
be  relied  on  to  differentiate  or  identify  a specific  dis- 
ease process  (Fig.  2). 


FIGURE  2 
Chest  x-ray.  Case  2. 
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TABLE  2 

ATOPY 

BOTH 

CYSTIC  FIBROSIS 

wheeze 

polyps 

chest  x-ray 

white  blood  count 

airway  obstruction 

clubbing 

sweat  test 

sinusitis 

> 

< 

— nasal  eosinophiles 



+ skin  tests 

TABLE  3 

CASE  SUMMARIES 

Case  No.  1 

Case  No.  2 

Chief  complaint 

. . cough 

cough 

Reason  for  referral  . . . . 

..  allergy 

allergy 

Sputum 

yellow 

Stool  

abnormal 

Growth  

retarded 

Family  history 

. . positive 

negative 

Physical  examination  . . 

. . wheeze 

no  wheeze 

clubbing 

clubbing 

sinus  disease 

sinus  disease 

Pulmonary  function  . . . . 

. . obstruction 

obstruction 

White  blood  count 

nonnal 

Sweat  chloride 

. . 133  mEq/L 

117  mEq/L 

Allergy  

. . yes 

yes 

Nasal  eosinophilia 

..  yes 

no 

Other 

The  sweat  chloride  determination  is  the  definitive 
diagnostic  tool  identifying  the  cystic  fibrosis  patient 
(greater  than  60  mEq/L).  We  have  noted  two  oth- 
er, perhaps  helpful,  differentiating  points.  Clubbing 
of  the  fingers  and  toes  is  rare  in  childhood  asthma, 
but  more  common  in  cystic  fibrosis.  Markedly  ele- 
vated white  blood  counts  may  also  point  to  the  diag- 
nosis of  cystic  fibrosis.  We  have  seen  a number  of 
cystic  fibrosis  patients  with  WBC’s  greater  than  20,- 
000  without  any  striking  evidence  of  active  infec- 


tion. This,  again,  is  rate  in  uncomplicated,  non-ste- 
roid treated  atopic  diseases. 

Discussion 

Table  3 summarizes  what  we  believe  are  the  iden- 
tical and  distinguishing  features  of  these  two  groups. 
A careful  history,  including  inquiry  about  growth 
patterns,  stool  composition,  family  history  of  intesti- 
nal obstruction  and  family  history  of  pulmonary  dis- 
ease, should  alert  the  examiner  to  the  possibility  of 
cystic  fibrosis.  However,  in  the  setting  of  a selected 
atopic  group,  this  may  be  a less  obvious  difference. 
Physical  findings  of  nasal  polyps,  purulent  nasal  dis- 
charge, rectal  prolapse,  serious  sinus  disease  and  nail 
bed  clubbing  should  also  warn  the  observer  that  cys- 
tic fibrosis  may  exist.  Of  course,  these  two  entities 
may  co-exist  and  further  confuse  the  picture  (Cases 
1 and  2).  The  mildly  affected  cystic  fibrosis  patient 
may  have  physical  findings,  chest  x-rays  and  pulmo- 
nary function  studies  which  are  indistinguishable 
from  the  childhood  asthmatic. 

It  behooves  the  allergist  to  be  aware  of  the  possi- 
bility of  the  diagnosis  of  cystic  fibrosis.  If  this  diagno- 
sis is  missed,  future  therapeutic,  social  and  legal  con- 
sequences may  result.  The  definitive  diagnosis  rests 
with  a sweat  chloride  determination  of  60  mEq  L 
or  greater. 

46  Fifth  Street,  N.E. 
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Two  cases  are  reported  and  proper 
surgical  management  is  outlined. 


Mesenteric  Vein  Thrombosis 
Secondary  to  Polycythemia  Vera 


H.  TURNER  EDMONDSON,  M.D.,*  Augusta 


OLYCYTHEMiA  is  defined  as  an  abnormal  increase 
in  red  blood  cell  mass.  Two  categories  of  the  disease, 
primary  polycythemia  and  secondary  polycythemia, 
are  usually  recognized. 

Primary  polycythemia,  often  called  polycythemia 
vera,  is  characterized  by  hyperplasia  of  all  the  cellu- 
lar elements  of  the  bone  marrow,  particularly  red 
blood  cells.  It  is  often  regarded  as  a malignant  neo- 
plastic disease  analogous  to  leukemia,  and  eventually 
may  terminate  as  a leukemia.  It  is  a disease  of  mid- 
dle age,  seen  infrequently  in  Negroes,  and  occurs 
mainly  in  the  male  sex.  In  contrast  to  secondary 
polycythemia,  the  arterial  saturation  is  usually  nor- 
mal.^ 

In  a recent  report  from  the  Mayo  Clinic,  19  pa- 
tients with  polycythemia  vera  had  age  and  laborato- 
ry values  ranging  as  follows:  age,  43  to  83  years; 
Hemoglobin,  16.8  to  23.1;  Hematocrit,  58  to  80; 
RBC,  5.1  to  9.4  million;  WBC,  6,600  to  19,500; 
Platelet  count,  112,000  to  692,000. 

Pathologic  Physiology 

The  pathologic  physiology  of  polycythemia  vera 
includes  the  following  abnormalities:  increased  total 
blood  volume,  increased  blood  viscosity,  thrombocy- 
tosis, and  slowed  velocity  of  blood  flow.  These  fac- 
tors, acting  in  combination,  result  in  two  serious 
complications:  intravascular  thrombosis  and  bleed- 
ing tendency.  Thrombosis  is  due  to  increased  viscos- 
ity and  thrombocytosis.  Bleeding  results  from  trau- 
ma to  distended  vessels  and  from  the  poor  quality 
of  clot  associated  with  platelet  and  plasma  factor  de- 
ficiencies.’^ 

Secondary  polycythemia  includes  a variety  of  con- 
ditions which  are  associated  with  decreased  oxygen 
saturation  of  the  blood.  Tissue  hypoxia  in  the  kid- 
neys results  in  release  of  the  hormonal  substance 

* From  the  Department  of  Surgery,  Medical  College  of  Georgia  and 
the  Surgical  Service,  Veterans  Administration  Hospital,  Augusta, 
Georgia. 


erythropoietin  which  in  turn  stimulates  erythropoie- 
sis  in  the  bone  marrow.  Thrombocytosis,  however, 
is  not  usually  present.  Conditions  associated  with 
secondary  polycythemia  include  right  to  left  cardiac 
shunt,  emphysema,  high  altitudes,  and  inherited  he- 
moglobin anomalies.  In  addition,  a form  of  second- 
ary polycythemia  occurs  when  various  malignant  tu- 
mors and  cysts,  particularly  in  the  kidney,  elaborate 
substances  having  erythropoietin-like  activity.’^ 

Surgical  manifestations  of  this  disease  include  vas- 
cular thrombosis  and  hemorrhage.  This  disease  is 
frequently  unsuspected  when  patients  are  first  seen 
by  the  surgeon.  Because  of  the  importance  of  recog- 
nizing the  disease  when  present,  since  specific  con- 
siderations are  required  in  the  proper  handling  of 
such  patients,  two  recent  cases  of  polycythemia  vera 
complicated  by  mesenteric  thrombosis  are  herein 
presented. 

First  Case 

A 51-year-old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital  with  abdominal 
pain  of  seven  days’  duration.  The  pain  was  sudden 
in  onset,  unrelenting,  and  gradually  increasing  in  se- 
verity. He  had  been  treated  in  a community  hospital 
two  years  previously  for  dizziness,  blurring  of  vision 
and  nose  bleeds,  at  which  time  a diagnosis  of  poly- 
cythemia vera  had  been  established.  Phlebotomies, 
repeated  periodically,  had  been  effective  in  relieving 
symptoms. 

Examination  upon  admission  showed  a ruddy- 
complected  middle  aged  male,  somewhat  dehydrat- 
ed, in  moderate  discomfort.  The  abdomen  was  dis- 
tended and  generally  tender  with  guarding.  Bowel 
sounds  were  sparse.  A peritoneal  tap  revealed 
bloody  peritoneal  fluid.  Hemoglobin  was  19  grams, 
hematocrit  62,  WBC  was  22,000.  Serum  amylase 
was  normal.  The  platelet  count  was  reported  as  “in- 
creased.” Abdominal  x-rays  showed  normal  gas  pat- 
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terns  in  the  large  bowel  and  one  isolated  loop  of 
small  bowel  in  the  right  lower  quadrant. 

A preoperative  diagnosis  of  infarcted  bowel  was 
made  and  surgical  abdominal  exploration  was  car- 
ried out  without  delay.  The  liver  was  normal  and  the 
spleen  was  slightly  enlarged.  Approximately  three 
feet  of  ileum  was  necrotic:  it,  along  with  its  segment 
of  mesentery,  was  markedly  congested,  swollen,  and 
discolored.  The  large  vein  at  the  apex  of  the  speci- 
men was  occluded  by  a fresh  thrombus.  The  in- 
volved area  was  resected  with  end-to-end  anastomo- 
ses. 

The  operative  blood  loss  of  1,300  cc  was  replaced 
with  fluids  only.  The  hematocrit  postoperatively  re- 
mained about  40  per  cent.  On  the  seventh  postop- 
erative day  the  patient  developed  sudden  onset  of 
painful  swelling  in  the  right  big  toe.  The  uric  acid 
was  slightly  elevated  at  4.1  mgm  per  cent.  This  ap- 
peared to  be  gout  and  it  responded  favorably  to 
cholchicine.  The  remainder  of  the  postoperative  pe- 
riod was  uneventful  and  he  was  referred  back  to  his 
family  physician. 

Second  Case 

A 64-year-old  Caucasian  male  was  admitted  to 
the  Veterans  Administration  Hospital  with  a 48- 
hour  history  of  cramping,  abdominal  pain,  disten- 
sion, and  vomiting.  Past  history  revealed  previous 
hospitalization  for  diabetes  (which  was  controlled 
by  diet),  arthritis,  and  carotid  sinus  syncope.  He  had 
had  no  surgical  operations.  All  previous  admissions 
were  characterized  by  hematocrit  and  hemoglobin 
determinations  above  50  per  cent  and  18  grams  re- 
spectively, but  there  was  no  prior  recorded  suspicion 
of  polycythemia  and  no  recorded  erythrocyte  or 
platelet  counts. 

Hemogram  on  admission  revealed  hematocrit  59 
per  cent  and  hemoglobin  19  grams.  White  blood 
count  was  17,000  with  69  neutrophils,  6 bands,  18 
lymphoeytes,  1 eosinophil  and  “adequate”  platelets. 

X-ray  of  the  abdomen  revealed  an  occasional  loop 
of  distended  small  bowel  on  the  right  side. 

Physical  examination  revealed  a “ruddy  complect- 
ed” male  with  hypoactive  bowel  sounds  in  a tender 
and  distended  abdomen,  a blood  pressure  of  150/ 
90  and  pulse  of  104.  He  appeared  acutely  ill.  A peri- 
toneal tap  showed  blood-tinged  intraperitoneal  fluid. 

He  was  surgically  explored  and  found  to  have  a 
localized  venous  infarction  of  the  distal  ileum.  The 
involved  bowel  was  markedly  swollen  from  passive 
congestion,  due  to  fresh  clot  of  a large  mesenteric 
vein  draining  the  area.  Approximately  8 inches  of 
ileum  was  resected  and  the  postoperative  course  was 


uncomplicated.  After  complete  workup,  he  was  con-  i 
sidered  a case  of  polycythemia  vera. 

Discussion 

Surgeons  are  frequently  the  first  physicians  to  : 
treat  patients  with  polycythemia  vera.  Unfortunately  ' 
there  are  case  reports  of  patients  being  operated  up-  ^ 
on  more  than  once,  each  time  with  com:plications,  : 
before  polycythemia  was  finally  diagnosed.  The  cor- 
rect preoperative  diagnosis,  therefore,  is  critical.^ 
Approximately  35  per  cent  of  all  polycythemics 
have  thrombotic  or  bleeding  complications.  Throm- 
boses may  occur  in  the  heart,  lungs,  brain,  abdomi-  ■ 
nal  viscera,  and  extremities.  The  spleen,  which  is  j 
usually  enlarged  as  a feature  of  the  disease,  is  sub-  ■ 
ject  to  thrombosis  and  infarction.  However,  unless  ! 
obviously  infarcted,  it  should  not  be  removed  as  the 
resulting  thrombocytosis  adds  to  the  already  present 
thrombotic  tendency.  Polycythemia  should  be  ruled 
out  in  unexplained  thrombophlebitis  of  the  leg.  | 
Bleeding  peptic  ulcers,  gastritis,  or  diverticuli  are  i 
further  complicated  by  an  underlying  polycythemia,  j 
The  preoperative  care  of  the  patient  will  be  main-  j 
ly  tempered  by  the  urgency  of  the  situation.  If  time  I 
permits,  a suggested  regimen  is  removal  of  1,000  cc  j 
blood  per  day  until  the  hematocrit  is  50  per  cent.  In-  ! 
stead,  myelosuppressive  treatment  may  be  instituted,  j 
particularly  when  thrombocytosis  is  severe.^  I 

During  the  operation  ordinary  blood  losses  are  re-  | 
placed  with  fluids  other  than  blood.  If  blood  replace-  | 
ment  is  required,  fresh  blood  may  be  preferable.  | 
Meticulous  hemostasis  is  mandatory.  | 

Postoperative  complications  are  directly  related  I 
to  the  severity  of  the  underlying  polycythemia  and 
the  effectiveness  of  its  control.  Since  bleeding  is 
more  common  postoperatively  than  thromboses,  the  j 
routine  use  of  heparin  postoperatively  is  not  ad-  j 
vised.  Major  surgery  in  patients  with  poorly  con-  ' 
trolled  polycythemia  carries  a 25  per  cent  mortality  | 
rate  and  serious  complications  in  an  additional  50  | 
per  cent.^  | 

Dextran  is  useful  postoperatively  to  reduce  plate-  : 
let  aggregation  and  decrease  chances  of  thrombus  ! 
and  embolus  formation.  The  high  evidence  of  gout,  ’ 
which  occurred  in  our  first  case  and  is  stated  to  oc-  \ 
cur  in  5 per  cent  of  polycythemics,  is  explained  by 
the  rapid  turnover  of  blood  cells  resulting  in  an  in- 
crease in  uric  acid,  an  end  product  of  nucleoprotein 
degradation.^  ; 

It  is  the  additional  responsibility  of  the  surgeon  i 
to  insure  that  the  patient  with  polycythemia  vera  is  i 
placed  under  the  care  of  a hematologist  or  other  ' 
physician  who  is  experienced  in  the  medical  treat-  ■ 
ment  of  this  disease.  From  all  accounts,  it  appears 
that  the  definitive  treatment  of  polycythemia  vera  : 
is  at  present  in  a state  of  flux.  Conflicting  opinions  ' 
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regarding  the  natural  course  of  the  disease  and  the 
optimum  treatment  are  held  by  various  investigators. 
On  the  basis  of  available  evidence,  radioactive  phos- 
phorus and/or  chemotherapy  (busulphan,  chloram- 
bucil, melphalan,  cyclophosphamide),  supplemented 
by  phlebotomy  would  appear  to  be  the  treatment  of 
choice  for  most  cases  of  polycythemia  vera.  Phlebot- 
omy alone  may  suflBce  in  mild  cases.  Also,  phleboto- 
my alone  should  be  tried  in  young  women  of  child- 
bearing  age,  at  least  until  the  significance  of  reports 
of  chromosomal  aberrations  associated  with  myelo- 
suppressive  therapy  are  further  evaluated.  Any  form 
of  therapy,  it  should  be  emphasized,  is  necessarily 
anticipatory  and  should  be  subject  to  reappraisal  as 
the  condition  progresses.® 

Summary 

Polycythemia  vera  is  a rare  disease;  but  vascular 


complications,  intravascular  thromboses,  and  bleed- 
ing tendency  are  relatively  common.  The  correct 
preoperative  diagnosis  and  control  of  hypervolemia 
and  thrombocytosis  before  and  after  surgery  is  em- 
phasized. 

Veterans  Administration  Hospital 
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A philosophical  discussion  of  today’’ s 
‘‘‘^scene”  in  the  light  of 
yesterday’s  experience. 

Beyond  Good  and  Evil, 

or 

How  to  Create  the  Dark  in  Which  to  Whistle 


MARK  D.  ALTSCHULE,  M.D.,*  Boston,  Massachusetts 


1.  HE  TITLE  OF  THIS  SYMPOSIUM  mentions  values 
but  it  does  not  require  that  the  speakers  make  value- 
judgments.  When  physicians  consider  their  patients’ 
illnesses  they  do  not  make  moral  judgments  concern- 
ing them.  Accordingly  I shall  not  discuss  any  of  to- 
day’s revolutionary  changes  in  terms  of  their  possible 
morally  good  or  evil  effects  or  attributes.  If  on  occa- 
sion my  words  have  the  appearance  of  adverse  com- 
ment this  is  only  an  appearance.  For  the  most  part 
my  feelings  will  not  be  identifiable,  if  at  all  detecta- 
ble, and  I suggest  that  you  waste  no  time  in  search- 
ing for  them  and  in  attempting  to  relate  them  to  my 
childhood  experiences,  or  to  what  is  more  serious, 
to  the  fact  that  I have  forgotten  my  childhood  expe- 
riences. What  I shall  say  will  be  entirely  descriptive 
and  largely  self-explanatory. 

Before,  however,  discussing  the  revolutionary 
changes  with  which  we  are  all  familiar,  it  would  be 
well  to  establish  whether  they  lie  in  the  field  of  mor- 
als or  of  manners.  We  shall  define  the  first  as  those 
aspects  of  human  behavior  (including  the  verbal) 
that  involve  content,  whereas  manners  involve  form. 
Although  content  and  form  inevitably  overlap,  a 
general  separation  is  possible. 

Serious  Problem 

To  start  with  a summary:  One  serious  problem 
is  “the  ridiculous  and  deplorable  softness  of  parents, 
slaves  to  the  caprices  of  the  immature.  ...”  “Each 
gives  his  children  an  education  superior  to  that 
which  is  suited  to  their  social  and  financial  status; 
so  that  children,  despising  the  knowledge  of  their 
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parents,  reject  criticism  based  on  the  latter’s  experi- 
ence. Accustomed  to  follow  all  his  inclinations,  and 
not  accustomed  to  discipline  and  to  contradiction, 
the  child,  having  arrived  at  maturity,  cannot  resist 
the  vicissitudes  and  reverses  by  which  life  is  agitat- 
ed. . . .”  On  the  other  hand  “an  undue  severity — re- 
proaches for  the  slightest  faults,  harshness  exercised 
with  passion,  threats  and  blows,  exasperate  children, 
irritate  youth,  destroy  the  influence  of  parents,  pro- 
duce abnormal  tendencies  to  disease.”  “The  ties  of 
marriage  are  mere  pretenses,  which  are  formed  by 
the  wealthy  either  for  gain  or  to  gratify  their  self- 
love,  and  which  the  common  people  neglect,  through 
disdain  for  the  clergy,  indifference,  and  immorali- 
ty. . . .’’In  recording  medical  histories  information 
about  whether  the  patients  are  married  or  unmar- 
ried is  valueless  because  it  in  no  ways  bears  on  their 
behavior.  “From  a record  kept  for  10  years  at  sev- 
eral hospitals,  one-third  of  the  women  admitted  are 
very  aged,  paralyzed,  and  in  senile  dementia.  . . . 
These  infirm  patients  would  formerly  have  remained 
in  their  families.  . . . People  avail  themselves  of  an 
easy  means  of  relieving  themselves  of  the  burden  of 
their  support.” 

These  comments  are  descriptive  of  today’s  society; 
however  they  were  made  by  a leading  European 
physician  of  150  years  ago.  Another  physician,  an 
American,  who  practiced  and  wrote  100  years  ago 
made  comments  that  are  even  more  applicable  to  to- 
day’s problems.  He  stated  a century  ago  that  Ameri- 
can “social  life  scattered  widely  the  seeds  of  dis- 
trust; developed  precocious  ideas  of  independence; 
and  made  youth  familiar  with  evil  before  it  was  pre- 
pared to  judge  intelligently,  and  when  it  should  be 
shielded  by  parental  care.”  These  evils,  he  said, 
“were  but  too  plainly  exemplified  in  the  mental  traits 
characteristic  of  young  America  and  in  the  increas- 
ing stream  of  depravity,  and  disease  both  physical 
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and  mental,  which  permeated  the  social  fabric,  and 
threatened  to  injure  not  only  the  present  but  future 
generations.”  We  may  therefore  immediately  make 
two  conclusions:  1)  the  views  of  a physician  are 
likely  to  be  different  from  those  of  philosophers  and 
social  critics,  and  2)  mankind  has  not  changed 
much,  at  least  in  the  last  150  years. 

Revolution  of  Manners 

It  is  evident  to  any  physician  that  today’s  revolu- 
tion is  largely  one  of  manners.  This  conclusion  is 
most  evident  to  a physician  in  a community  with 
strong  academic  ties.  No  individual  person  that  I 
may  see  now  is  doing  or  saying  anything  different 
from  what  a number  of  individual  patients  of  mine 
did  and  said  40  years  ago,  with  two  notable  differ- 
ences. Although  individual  human  behavior  has  not 
changed,  there  have  been  changes  in  the  relative 
numbers  of  people  engaged  in  different  types  of  be- 
havior. Moreover,  although  individual  behavior  has 
not  changed  in  detail,  group  behavior  has  changed 
somewhat  for  reasons  that  will  be  discussed.  In  addi- 
tion, evaluation  of  our  behavior  has  changed  mark- 
edly in  that  it  has  been  given  an  unwarranted  impli- 
cation of  moral  change.  This  is  owing  to  several  rea- 
sons, the  most  important  of  which  is  that  now  be- 
havior manifested  by  persons  more  than  25  years  old 
is  ascribed  by  some  social  critics  to  boring,  stupid, 
or  vicious  motives,  whereas  all  behavior  of  persons 
less  than  25  years  old  is  said  by  these  critics  to  be 
motivated  by  truly  humane,  idealistic  and  honorable 
impulses,  unless  the  behavior  was  distorted  by  the 
boring,  stupid  or  vicious  acts  of  people  more  than 
25  years  old. 

In  this  connection  it  is  interesting  to  note  Doro- 
thy Canfield  Fisher’s  contempt  toward  those  “who 
think  that  everything  considered  a virtue  before  they 
become  sophomores  in  colleges  is  a middle-class  be- 
trayal of  the  best  in  human  nature.”  (This  appeared 
in  her  introduction  to  Crane’s  Let  Me  Show  You 
Vermont  published  in  1937.)  Today  we  recognize 
that  a middle-aged  man  who  intoxicates  himself  with 
the  alcohol  in  liquor  is  making  a disgusting  brute  of 
himself  whereas  a young  man  who  intoxicates  him- 
self with  the  other  alcohols  in  marihuana  is  undergo- 
ing an  ennobling  experience. 

Early  in  their  careers  medical  practitioners  learn 
that  people  are  all  alike.  (If  people  were  not  all  alike 
physicians  could  not  function.)  Somewhat  later  in 
their  careers  physicians  learn  that  all  people  are  also 
different.  (If  they  were  not  there  would  be  no  need 
for  physicians  and  some  machine  could  make  diag- 
noses and  recommend  treatment.)  Appreciation  of 
the  similarities  and  dissimilarities  of  people  is  the 
basis  of  all  medical  practice,  regardless  of  whatever 
scientific  data  may  be  involved.  In  preparing  to  care 


for  a particular  patient  a medical  practitioner  must 
learn  how  his  patient  resembles  and  differs  from 
other  persons,  and  he  does  this  by  studying  his  pa- 
tient’s past  life.  In  short,  he  must  be  an  historian, 
and,  in  Plutarch’s  words,  he  must  be  “like  the  water- 
men who  look  astern  while  they  row  the  boat 
ahead.” 

A sick  society  must  be  similarly  studied  if  the 
causes  of  its  malaise  and  its  possible  cure  are  to  be 
worked  out.  The  utility  of  history  for  this  purpose 
has  been  denied  by  a segment  of  our  population,  and 
to  some  extent  properly  so.  AU  physicians  know 
that  most  of  a patient’s  history  is  not  relevant  to  the 
problem  at  hand;  the  physician  must  seek  and  select 
those  items  that  lead  to  an  understanding  of  the  mal- 
aise, if  there  is  one,  or  to  an  appreciation  of  the  fac- 
tors that  may  make  an  old  illness  seem  new.  Actual- 
ly, it  is  impossible  to  avoid  historical  evaluations  in 
discussing  social  ills.  For  example  when  we  read: 
“We  have  changed  our  old  usages  in  favor  of  specu- 
lative ideas  and  dangerous  innovations.  . . . There 
are  no  longer  any  domestic  feelings,  not  of  respect, 
not  of  love,  not  of  authority,”  followed  by  the  state- 
ment that  15  per  cent  of  all  persons  in  mental  hos- 
pitals are  students,  we  should  know  that  the  com- 
ments were  made  in  1838  by  the  world’s  leading 
psychiatrist,  Esquirol,  and  not  by  some  modern  Cas- 
sandra. 

Deploraljle  Behavior 

Rather  than  multiply  and  amplify  such  generali- 
ties we  shall  limit  ourselves  to  a few  specific  aspects 
of  behavior  that  many  today  deplore.  For  example, 
as  regards  the  hippies,  the  Epistle  of  Jude  stated, 
“These  filthy  dreamers  defile  the  flesh,  despise  do- 
minions, and  speak  evil  of  dignities.”  It  is,  however, 
impossible  to  know  today  whether  this  actually  re- 
ferred to  hippies.  Perhaps  a more  explicit  statement 
might  be  more  illuminating.  Another  author  wrote 
“.  . . A youth  approached  me.  He  was  bearded;  his 
clothes  were  dirty;  he  wore  a student’s  cloak  and  he 
looked  a typical  New  Cynic  of  the  sort  I deplore.  I 
have  recently  written  at  considerable  length  about 
these  vagabonds.  In  the  last  few  years  the  philosophy 
of  Crates  and  Zeno  has  been  taken  over  by  idlers 
who,  though  they  have  no  interest  in  philosophy,  de- 
liberately imitate  the  Cynics  in  such  externals  as  not 
cutting  their  hair  or  beards,  carrying  sticks  and  wal- 
lets, and  begging.  But  where  the  original  Cynics  de- 
spised wealth,  sought  virtue,  questioned  all  things 
in  order  to  find  what  was  true,  these  imitators  mock 
all  things,  including  the  true,  using  the  mask  of  phi- 
losophy to  disguise  license  and  irresponsibility.  Now- 
adays, any  young  man  who  does  not  choose  to  study 
or  to  work  grows  a beard,  insults  the  gods,  and  calls 
himself  Cynic.”  This  was  written  by  the  Emperor 
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Julian  in  the  fourth  century  A.D.  Perhaps  this  is  too 
remote  in  time  of  place  to  be — to  coin  a cliche — 
relevant.  Let  us  turn  to  another  author  who  wrote 
about  people  who  were  recognized  by  their  “tacitur- 
nity and  downcast  looks,  a total  neglect  of  dress  and 
person,  long  nails  and  beard,  dishevelled  and  matted 
hair,  indifference  to  surrounding  objects,  insensibili- 
ty to  heat  and  cold.  . . . Such  persons  seek  for,  rath- 
er than  shun  human  society.  Sometimes  they  wander 
through  neighborhoods  in  the  capacity  of  beggars. 
. . . There  are  some  instances  in  which  the  moral 
faculties  are  impaired,  in  which  case  they  are  mis- 
chievous and  vicious,  but  they  are  more  generally 
inoffensive,  and  disposed  to  be  kind,  and  even  use- 
ful, in  hospitals  and  families.” 

These  words  are  not  from  some  modern  writer’s 
description  of  hippies;  they  were  written  by  Benja- 
min Rush  of  Philadelphia  in  his  discussion  of  what 
he  called  “partial  insanity,”  published  in  1812.  (I 
believe  that  his  clinical  diagnosis  was  correct.)  At 
any  rate  it  is  clear  that  the  pursuit  of  hippiness  is  not 
new,  and  that  the  relation  of  drug  abuse  to  today’s 
hippy  behavior  is  not  an  essential  one. 

As  in  earlier  times,  today  the  desire  to  legitimize 
avoidance  of  responsibility  prevails  among  many  in- 
adequately educated  persons  who  use  fragmentary 
and  distorted  knowledge  to  disguise  their  aims.  The 
wish  to  be  free  of  all  responsibility  is  probably  as  an- 
cient as  man,  but  good  records  regarding  this  matter 
go  no  further  back  than  the  Greco-Roman  era.  For 
example,  Seneca  said,  “To  make  a man  happy,  add 
not  to  his  possessions,  but  subtract  from  the  sum  of 
his  desires.”  These  words  were  merely  a paraphrase 
of  what  Stoic  philosophers  and  their  Oriental  pre- 
cursors had  been  saying  for  generations.  The  ancient 
idea  that  peace  of  mind  can  be  attained  only  by  not 
striving  for  property,  position,  or  power  is  still  popu- 
lar today.  It  implies  that  the  effort  of  securing  or 
maintaining  any  of  these  materialistic  goals  produces 
unbearable  uncertainty  and  disappointment  as  well 
as  destructive  changes  in  the  personality.  This  view 
holds  that  when  finally  the  goals  have  been  reached 
— if  they  ever  are — they  prove  to  be  not  only  a nui- 
sance to  maintain  but  so  boring  in  themselves  as  to 
increase  the  dissatisfaction  that  originally  had  led  to 
the  pursuit.  The  youth  of  the  Classical  Era  who  ab- 
sorbed the  teachings  of  the  Stoic  and  then  the  Cynic 
philosophers  believed  that  those  who  lived  according 
to  these  philosophies  were  a fellowship  of  superior 
souls,  not  bound  by  family  ties;  they  were  the  only 
ones  who  were  happy,  free,  beautiful,  and  truly 
wealthy.  These  happy  few  maintained  that  they  were 
also  emancipated  from  all  moral  laws.  All  other 
men,  according  to  these  ancient  philosophies,  were 


mad  or  wicked  creatures  who  wasted  their  lives  as 
slaves  to  conformity.  These  ancient  philosophies 
seem  to  have  a perpetual  appeal. 

Drug  Scene 

What  about  the  drug  scene?  We  shall  not  refer  to 
the  lotus-eaters,  or  to  the  men  changed  into  beasts 
by  Circe,  nor  shall  we  mention  that  Charlemagne 
took  hallucinogenic  drugs,  or  that  the  Holy  Roman 
Emperor  Henry  IV  became  permanently  insane 
when  his  wife  gave  him  drugs  for  erotic  reasons.  Nor 
is  there  any  need  to  refer  to  the  fact  that  what  is  to- 
day called  the  witchcraft  epidemic  of  late  medieval 
Europe  evidently  was  an  epidemic  of  drug  abuse, 
and  the  descriptions  of  what  witches  did  were  based 
on  delusions  and  hallucinations.  This  was  pointed 
out  by  Fodere  in  his  Traite  du  Delire  in  1817  and 
more  recently  by  Barnett,  in  the  New  Scientist,  July 
22,  1965.  The  main  drugs  used  were  apparently  of 
the  stramonium-mandrake  group,  similar  to  the 
Asthmador  used  by  today’s  drug  abusers.  Since  ac- 
cording to  current  views  of  history  these  remote 
events  cannot  possibly  have  any  relevance  for  us  to- 
day, let  us  turn  to  others.  In  one  country,  in  the  dec- 
ades following  a long  and  bitter  (and  probably  use- 
less) war,  5 per  cent  of  the  population  became  ad- 
dicted to  morphine;  this  was  our  own  Civil  War. 
The  widespread  opium  addiction  of  the  late  Georgi- 
an and  early  Victorian  eras  is  better  known.  The 
pattern  of  drug  abuse  has  however  changed.  The 
abuse  originally  seems  to  have  been  related  to  afflu- 
ence. For  example  the  psychiatrist  Sir  Charles  Ellis 
wrote  in  1830:  “The  ultimate  effects  produced  upon 
the  nervous  system  from  taking  opium  to  excess  are 
very  similar  to  those  which  arise  from  spirit  drink- 
ing; but  this  vice  is  not  one  generally  committed  by 
the  lower  orders.”  Today  anybody  can  be  a drug 
abuser,  and  this  clearly  represents  social  progress. 
Drug  abuse  is  a most  common  cause  of  death  in 
young  people  in  America.  Moreover  in  some  cities, 
the  number  of  men  of  military  age  dying  of  drug 
abuse  in  one  year  exceeds  the  number  of  men  from 
that  city  killed  in  the  entire  Vietnam  conflict.  It  is 
ironical  that  some  of  those  most  violently  opposed 
to  the  war  are  equally  vigorous  in  their  attempts  to 
make  drug  abuse  easier.  The  cure  of  drug  addicts 
under  25  is  virtually  impossible,  and  of  addicts  over 
25  statistically  disappointing.  Hence,  as  in  dealing 
with  an  infectious  epidemic  disease,  prevention  be- 
comes most  important,  but  this  is  impossible  in  our 
permissive  society. 

Why  has  drug  abuse  always  been  so  persistent  a 
human  practice?  Let  us  consider  some  biological  ob- 
servations: If  monkeys  are  connected  to  an  apparat- 
us that  injects  intravenously  a measured  amount  of 
a drug  when  a bar  is  pressed,  the  animals  will  press 
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the  bar  frequently  in  order  to  receive  morphine,  pen- 
tobarbital, ethyl  alcohol,  cocaine,  or  amphetamine 
but  not  some  other  drugs.  In  the  self-administration 
of  alcohol  malnutrition  is  a frequent  complication. 
Cocaine  causes  “the  most  frightening  picture.  After 
one  injection  experience,  the  monkey  will  self-ad- 
minister  the  drug  until  he  dies  in  convulsions.”  (See 
Seevers,  M.  H.  Laboratory  Evaluation  for  Drug  De- 
pendence. In  New  Concepts  in  Pain  and  Its  Clinical 
Management.  E.  L.  Way,  Ed.  Philadelphia,  Pa.: 
F.  A.  Davis  Co.  1967.)  Does  the  monkey  thus  be- 
come a drug  addict  in  order  to  escape  the  stresses 
of  his  daily  life?  Does  he  have  a death  wish?  Does 
the  monkey  wish  to  extend  his  mind?  Or  are  these 
currently  popular  romantic  psychologizings  non- 
sense? Perhaps  the  best  answer  to  this  question  is 
provided  by  Sir  Humphrey  Davy’s  report  almost  a 
century  and  a half  ago.  He  inhaled  nitrous  oxide  and 
experienced  an  awe-inspiring  revelation  of  the  secret 
nature  of  everything  in  the  universe.  He  wrote  it  all 
down,  and  after  recovering  from  the  effects  of  inha- 
lation, hastened  to  read  what  he  had  written.  The 
words  said:  “This  stuff  has  an  awful  stink.”  Despite 
Sir  Humphrey’s  disappointing  experience  young  peo- 
ple of  his  time,  including  many  college  students,  con- 
tinued to  have  ether  parties  or  laughing-gas  parties 
as  a lark. 

Illusory  Benefits 

Actually  the  fact  that  the  alleged  benefits  of  psych- 
edelic drugs  were  illusory  seems  to  have  been  rec- 
ognized centuries  ago.  One  account  of  the  Garden 
of  Eden  events  is  to  be  found  in  an  old  English 
poem,  today  called  Genesis  B.  (See  Speculum  44: 
86,  1969.)  This  table  describes  how  the  Serpent 
promised  Eve  that  if  she  ate  the  fruit  of  the  Tree  of 
Knowledge  she  would  be  granted  the  sight  of  heaven 
and  of  the  throne  of  God.  She  did  eat  the  fruit  and 
she  did  have  the  vision,  which  she  described  in 
words  of  exaltation  and  joy.  Heaven  and  earth 
seemed  brighter  to  her,  she  could  see  for  great  dis- 
tances, and  wherever  she  looked  light  shone  brightly 
before  her.  (The  vision  of  Heaven  she  experienced 
is  identical  to  other  described  visions  of  the  Last 
Judgment.)  The  account  indicates  that  Eve  did  not 
really  see  all  these  things  but  only  believed  she  did. 
At  any  rate  she  used  the  promise  of  the  vision  to 
tempt  Adam  to  eat  the  fruit.  Adam  ate  it  but  had  no 
vision,  and  when  the  effects  of  the  fruit  in  Eve  had 
worn  off  they  both  recognized  that  they  had  been 
ruined.  Although  Eve’s  action  had  been  in  good  faith 
their  punishment  proceeded.  Regardless  of  which 
plant  history  proves  to  have  led  to  Eve’s  hallucina- 
tions in  the  Garden,  the  event  itself  foretold  what  to- 
day seems  to  be  a frequent  occurrence,  the  ruin  of 
a young  person  by  a friend,  lover,  or  spouse  who  in- 


duced him  or  her  to  try  a drug  through  the  promise 
of  a beautiful  experience. 

What  about  the  cannabis  group,  marihuana  and 
hashish?  Predictions  of  the  future  status  of  cannabis 
can  be  made  only  through  extensive  study  of  its  past 
history.  Most  current  accounts  refer  only  to  its  use 
by  laymen  as  an  intoxicant;  this  use,  or  at  least  the 
sale  leading  to  this  use,  is  now  illegal  in  most  coun- 
tries. However  cannabis  (as  tincture  of  cannabis) 
was  considered  a valuable  medication  in  the  nine- 
teenth century  for  the  treatment  of  maniacal  patients 
in  mental  hospitals.  These  patients  had  not  only 
great  strength  but  great  cunning,  and  the  tincture 
was  given  to  make  them  both  docile  and  stupid.  It 
was  included  in  the  form  of  the  extract  and  the  fluid 
extract  in  the  U.  S.  Pharmacopeia  as  an  official  drug 
up  to  1930  but,  since  there  was  no  way  in  which  it 
could  be  standardized,  it  was  dropped  from  it.  To- 
day its  active  principle  is  known,  and  hence  should 
be  used  medically  where  tincture  of  cannabis  was 
formerly  employed.  Since  cannabis  is  effective  when 
inhaled,  its  use  as  an  aerosol  by  police  attempting 
to  control  a mob  is  a possibility.  Aldous  Huxley’s 
Brave  New  World  describes  an  event  of  this  sort: 
The  police  sprayed  the  unruly  crowd  with  some  sub- 
stance that  made  the  mob  peaceful  and  full  of  hap- 
piness and  love  for  everybody.  Of  course  when  the 
police  begin  to  use  the  drug  in  this  way,  students 
will  shun  it. 

Generation  Gap 

What  about  the  generation  gap?  Is  this  new?  Pinel 
around  1800  quoted  La  Bruyere  as  saying  that 
“there  are  strange  parents  whose  whole  life  seems 
to  be  spent  in  giving  their  children  reasons  to  be 
consoled  for  their  death.”  Pinel  added:  “The  public 
houses  of  correction,  and  the  asylums  for  the  insane 
are  constantly  furnishing  examples  suitable  to  serve 
as  commentaries  on  this  text.  How  often  do  we  see 
bitter  reproaches  for  the  slightest  faults — harsh 
words  uttered  in  the  voice  of  anger — nay  even 
threats  and  blows — exasperate  a hasty  youth,  break 
through  all  the  ties  of  blood,  produce  the  most  ab- 
normal disposition,  or  precipitate  the  sufferer  into 
serious  madness.”  On  the  other  hand  Shakespeare 
said:  “How  sharper  than  a serpent’s  tooth  it  is  to 
have  a thankless  child.”  In  fact  it  is  traditional  for 
the  elders  to  complain  about  the  youngsters.  For  ex- 
ample in  ancient  Greece  Socrates  said:  “Children 
now  love  luxury.  They  have  bad  manners,  contempt 
for  authority.  They  show  disrespect  for  elders,  and 
love  chatter  in  place  of  exercise.  Children  are  now 
tyrants.  . . .”  (Socrates  was  evidently  referring  to 
city  children;  he  seldom  left  the  city,  saying  “Field 
and  trees  teach  me  nothing,  but  the  people  in  a city 
do.”)  In  a slightly  more  modern  era,  this  behavior 
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was  described  as  owing  to  the  children’s  insecurity. 
For  example,  one  author  of  several  decades  ago, 
John  P.  Marquand,  in  Chapter  III  of  his  book  Life 
at  Happy  Knoll,  ironically  ascribes  all  sorts  of  teen- 
age rowdiness  and  general  misbehavior  to  young 
people’s  search  for  the  security  of  which  society  has 
deprived  them.  The  discovery  that  they  are  consid- 
ered to  have  been  made  insecure  by  our  imperfect 
society  has  been  one  aspect  of  social  progress  that 
has  been  a boon  to  teenagers.  Of  course  the  ancient 
Greeks  did  not  know  that  young  people  acted  that 
way  because  they  were  insecure — which  shows  how 
much  the  world  has  progressed  since  then. 

Successive  generations  have  always  regarded  each 
other  as  peculiar  and  to  some  extent  difficult.  How- 
ever, although  the  exteriors  differed,  the  generations 
were  usually  regarded  as  internally  alike,  at  least  by 
the  elders.  These  ideas  were  well  described  by  the 
poet  Cowper,  in  a letter  to  Unwin,  his  friend: 
“When  we  look  back  upon  our  forefathers,  we  seem 
to  look  back  upon  the  people  of  another  nation,  al- 
most upon  creatures  of  another  species;  we  can 
hardly  believe  that  a people  who  resembled  us  so  lit- 
tle in  their  tastes,  should  resemble  us  in  anything 
else.  But  in  everything  else,  I suppose,  they  were  our 
counterparts  exactly;  . . . time  . . . has  left  human 
nature  just  where  it  found  it.  The  mind  of  man,  at 
least,  has  undergone  no  change;  his  passions,  appe- 
tites, and  aims,  are  just  what  they  were;  they  wear 
perhaps  a handsomer  disguise  than  they  did  in  the 
days  of  yore,  for  philosophy  and  literature  will  have 
their  effect  upon  the  exterior,  but  in  every  other  re- 
spect a modern  is  only  an  ancient  in  different  dress.” 

This  benign  view  of  things  is  far  from  universal 
today.  Although  a certain  amount  of  conflict  be- 
tween generations  is  to  be  expected,  today  we  seem 
to  have  an  excessive  amount  of  it.  Some  conflict  be- 
tween generations  is  inevitable,  since  a generation 
that  grows  up  in  a given  social  or  physical  environ- 
ment knows  no  other,  and  inevitably  takes  a differ- 
ent view  of  it  from  that  taken  by  an  older  genera- 
tion that  had  to  adapt  itself  to  an  environment  that 
was  new  to  it.  This  revolt  of  the  young  against  their 
elders  has  always  taken  one  of  several  forms,  and 
has  always  been  justified  by  basing  it  on  idealism, 
freedom,  and  the  preservation  of  individuality.  The 
last  is  most  strongly  emphasized  and  gives  rise  to  the 
same  so-called  individuality  among  the  entire  gener- 
ation. This  collective  individuality  is  not  individuali- 
ty at  all  but  is  merely  conformity  carried  to  excesses 
of  hypocrisy.  Nevertheless  these  mass  movements 
of  pseudo-individualistic  young  people  with  their 
restless  energy  and  strong  idealism  may  accomplish 
good,  either  as  such  or  by  calling  emphatic  attention 


to  things  that  need  to  be  done,  as  many  philosophers 
including  Plato  and  Aristotle  have  pointed  out. 

Rebellion 

On  the  other  hand,  the  urge  to  be  individualistic 
may  deteriorate  into  mere  unthinking  rebellion: 
What  should  be  a well-thought-out  positive  attitude 
becomes  an  uncritical  negative  position.  This  rebel- 
lion has  repeatedly  fallen  into  a few  stereotyped  pat- 
terns for  a thousand  years  or  more: 

1.  Delinquent  behavior  and  disrespect  toward 
parents,  Shakespeare,  in  his  “Winter  Tale,”  sum- 
marized this:  “I  would  there  no  age  between  ten  and 
three-and-twenty,  or  that  youth  would  sleep  out  the 
rest,  for  there  is  nothing  in  the  between  but  getting 
wenches  with  child,  wronging  the  ancientry,  stealing, 
fighting.  ...” 

2.  Favoring  one’s  country’s  enemies  (this  must 

be  distinguished  from  expressions  of  a desire  for 
peace).  The  pattern  is  as  follows:  The  students  and  I 
faculties  of  the  universities  are  sick  of  war.  Although  ^ 
the  enemy  had  been  guilty  of  many  atrocities  the 
young  academics  ignored  this  and  instead  praise  the 
enemy  forces  for  their  heroism  and  nobility.  They  { 
describe  their  own  country  as  a monster  of  imperial- 
ism ruled  and  ruined  by  a lot  of  old  men — their  par- 
ents— who  are  not  only  incompetent  but  wicked.  ; 
This  familiar  pattern  occurred,  e.g.,  in  the  English  ij 
universities  in  the  1920’s  and  was  described  by  || 
Claude  Cockburn  in  his  autobiography,  “In  Time 
of  Trouble.”  i 

3.  Disdain  toward  established  modes  in  fashion  ^ 

and  the  arts.  This  pattern  is  described,  e.g.,  in  La 
Nevrose  Revolutionnaire  by  Cabanis  and  Nass  i 
(1906).  : 

4.  Derogation  of  accepted  standards  of  cleanli-  ' 
ness  and  neatness  owing  to  a faked  preoccupation  ; 
with  spiritual  matters.  St.  Jerone  (A.D.  340-419) 
described  the  Roman  youth  who  claimed  to  have 
turned  their  backs  on  the  materialistic  world,  affect- 
ing “hair  as  long  as  women’s  and  beards  as  goats”  ' 
worn  in  order  to  convince  people  of  their  wearers’  ; 
spiritual  superiority.  He  pointed  out  that  if  the  rela-  ' 
tive  length  of  the  beard  is  an  index  of  spirituality  no- 
body is  more  spiritual  than  a goat.  Paradoxically  the 
denser  the  hair  covering  a face  the  easier  it  is  to  see 
through. 

5.  Contempt  towards  their  elder’s  accumulated 
worldly  goods  because  they  are  assumed  to  destroy  ; 
spiritual  values.  After  the  death  of  Lorenzo  the 
Magnificient  the  youth  of  Florence,  activated  by  ' 
Savonarola’s  sermons,  formed  mobs  to  destroy  the 
accumulated  evidence  of  Renaissance  worldly  lux- 
ury. They  attacked  wealthy  and  cultivated  men  and 
women  and  burned  books  by  classical  scholars  and 
the  paintings  of  great  artists.  The  movement  ended 
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in  severe  repression  by  a new  government.  In  other 
events  groups  of  young  men  who  had  just  completed 
their  formal  education  settled  in  an  abandoned  house 
and  decided  to  spend  their  lives  in  a freely-shared 
ascetic  life  seeking  mystical  awakening.  This  oc- 
curred in  various  places  and  at  various  times,  for  ex- 
ample in  Venice  in  1400. 

Reasons  for  Gap 

The  reasons  for  today’s  excessively  wide  genera- 
tion gap  require  elucidation.  Shakespeare  described 
this  discord  as  a symptom  of  a weak  social  order. 
When  in  his  Troilus  and  Cressida  (Act  1,  Scene  3) 
he  has  Ulysses  say,  “And  the  rude  son  should  strike 
the  father  dead”  he  was  describing  what  happened 
in  such  societies.  We  have  to  answer  a question:  If, 
as  we  have  shown,  the  general  patterns  of  human  be- 
havior have  not  changed  in  the  two  thousand  years 
of  recorded  history,  why  is  our  social  order  so  much 
weaker  than  some  others?  Stating  that  our  order  dif- 
fers from  the  others  only  as  regards  quantitative  and 
not  qualitative  aspects  of  behavior  does  not  satisfac- 
torily answer  the  question  but  it  does  give  direction 
to  the  inquiry. 

There  is  no  need  to  multiply  the  examples  that 
show  the  stereotype  of  human  behavior;  every  physi- 
cian knows  that  people  are  all  alike.  It  is  important 
to  examine  the  factors  that  have  produced  the  quan- 
titative differences  in  what  is  basically  stereotyped 
human  behavior.  These  clearly  fall  into  two  main 
groups : 

1 . technologic  changes 

2.  prevalence  of  superstitious  psychologic  and  so- 
ciologic doctrines,  including  those  that  lead  to 
faulty  education. 

Some  Effects  of  Technologic  Changes 

There  is  no  need  to  emphasize  that  technologic 
developments  change  behavior  drastically.  It  is  not 
our  purpose  to  refer  to  such  specific  inventions  as 
that  of  the  electric  guitar,  that  has  made  rock  and 
roll  music  so  great  a cultural  force,  or  the  bull-horn, 
that  essential  instrument  of  social  protest.  We  shall 
speak  in  more  general  terms. 

The  Industrial  Revolution,  during  which  machine 
power  came  to  replace  human  muscular  effort,  start- 
ed the  process  which  has  now  reached  a point  at 
which  the  laborer  is  often  merely  a gadget  attached 
to  a machine  or  is  a cog  in  a complicated  adminis- 
trative complex.  The  creative  aspects  of  work  have 
largely  been  lost  and  a vast  boredom  has  supplanted 
it.  The  fact  that  boredom  creates  serious  psychologic 
stresses  has  long  been  known  to  observers  of  human 
activity  although  largely  neglected  by  modern  psy- 
chologists and  psychiatrists. 


As  Crichton,  an  early  nineteenth-century  English 
psychiatrist  noted:  “It  is  a favorite  opinion  with 
Helvetius  and  many  other  philosophers,  the  ennui 
is  one  of  the  most  powerful  motives  in  the  mind  of 
man  which  stimulates  him  to  great  actions.  There 
can  be  no  doubt  of  the  general  truth  of  this  fact,  only 
it  is  not  quite  accurately  expressed;  for  it  is  the  de- 
sire of  relief  from  pain  and  not  the  languor  from 
which  the  actions  spring.”  These  philosophers  evi- 
dently believed  that  boredom,  or  the  need  to  avoid 
it,  is  one  of  the  most  powerful  motive  forces  in  hu- 
man life.  (They  differed  with  John  Locke,  who  said 
that  anxiety,  or  the  need  to  avoid  it,  played  that 
role.)  (Today  Locke’s  name  is  spelled  Freud.)  In 
everyday  life  physicians  have  the  opportunity  to  ob- 
serve how  protracted  boredom  produces  increasing 
restlessness,  tension,  and  in  some  persons,  anxiety. 
One  of  the  effects  of  stress  is  regression  in  behavior 
patterns,  so  that  previous  patterns  emerge.  Hence 
boredom,  like  any  other  stress,  induces  immature 
and  pre-social  behavior. 

Sexual  Revolution 

The  recent  technologic  (including  the  chemical) 
revolutions  have  made  sexual  activity  much  less  like- 
ly to  have  some  untoward  results  than  was  true  in 
the  past.  This  has  removed  one  important  incentive 
to  chastity  and  has  helped  to  reveal  the  insubstantial- 
ity of  virtue.  (This  is  reminiscent  of  the  medieval  sit- 
uation. In  those  days  no  lady  could  yield  to  a gentle- 
man until  he  had  proved  his  manliness  in  three 
armed  conflicts.  This  made  some  men  appear  braver 
than  they  actually  were  and  since  many  of  the  men 
did  not  survive  the  requisite  three  fights,  it  made 
many  women  appear  more  virtuous  than  they  really 
were.)  The  technologic  developments  responsible 
for  the  improvement  in  contraceptive  practice  have 
permitted  the  development  of  the  sexual  freedom 
that  prevails  today  in  the  so-called  civilized  world. 
They  have  permitted  an  unprecedented  degree  of  en- 
joyment of  venereal  pleasures.  Unfortunately  they 
have  permitted  a prevalence  of  venereal  diseases  that 
makes  them  outrank  all  other  infectious  diseases  in 
teenagers.  The  increase  in  teenage  pregnancy,  with 
its  high  rate  of  medical  complications,  is  a paradoxic 
consequence  of  the  sexual  revolution  induced  by 
technologic  changes. 

Another  behavioral  consequence  of  the  current 
advanced  state  of  technology  is  the  prominence  of 
the  Female  Liberation  Movement.  No  amount  of 
philosophizing  or  of  propagandizing  could  ever  have 
advanced  that  movement  to  its  present  prominence 
but  for  the  technologic  processes  that  permitted 
women  to  have  employment  in  industry,  that  filled 
the  house  with  labor-saving  devices,  and  that  mark- 
edly reduced  child-bearing.  Whether  or  not  any  sig- 
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nificant  number  of  women  has  formally  joined  some 
segment  of  the  Female  Liberation  Movement  is  not 
under  discussion  here.  What  is  meant,  rather,  is  that 
technologic  developments  permitted  women  sexual 
freedom  and  partial  escape  from  the  demands  of  a 
mother’s  role.  The  sexual  freedom  has  not  by  itself 
been  as  liberating  to  the  spirit  as  was  expected  and 
the  results  have  been  experimentation  involving  the 
social  organization  of  sexual  behavior,  e.g.,  spouse- 
sharing and  group  sex,  and  experimentation  involv- 
ing the  physical  practice  of  sex.  Both  have  produced 
a sex-life  devoid  of  its  most  elevating  emotional  as- 
pects and  conducive  only  to  more  boredom  than 
they  were  intended  to  relieve. 

Population  Concentration 

Worst  of  all  is  the  fact  that  the  technologic  revo- 
lution has  crowded  people  into  cities  and  adjacent 
suburbs.  Agriculture  as  a way  of  life  that  permitted 
people  to  exist  spread  out  in  the  country  can  no 
longer  exist.  Also  modem  technology  demands  the 
creation  of  huge  manufacturing  centers  and  in  con- 
sequence a concentration  of  population.  At  the  same 
time  man’s  innate  search  for  anything  that  will  per- 
mit decreases  in  the  requirements  for  physical  and 
mental  effort  has  drawn  him  to  the  cities.  These  fac- 
tors have  emptied  much  of  the  country  (a  fact  that 
escapes  the  notice  of  those  who  travel  only  by  main 
highway)  and  has  concentrated  people  into  environ- 
ments that  have  no  precedent  in  primate  biology.  In 
addition  to  the  problems  of  water  supply,  solid  waste 
and  sewage  disposal  and  atmospheric  pollution  cre- 
ated when  people  cease  to  be  dispersed  and  became 
aggregated — and  these  are  bad  enough — there  are 
the  worse  problems  caused  by  the  effects  of  people 
on  people. 

Although  animals  with  highly  developed  societies 
exist — and  their  rigidity  and  stereotype  should  not 
be  ignored — primates  living  in  nature  comprise  small 
and  loosely  organized  social  groups.  The  huge 
groups  organized  into  complex  societies  that  charac- 
terize today’s  highly  industrialized  cultures  are  of  re- 
cent origin.  In  fact,  permanent  village  life  is  proba- 
bly no  more  than  10,000  years  old.  Contrast  this  with 
the  millions  of  years  in  which  social  insect  societies 
evolved  and  came  to  exist.  It  is  evident  that  when 
human  personalities  come  into  contact  each  of  them 
must  lose  some  of  its  attributes.  Compare  the  per- 
sonality of  any  normally  developed  individual  stud- 
ied alone  with  the  personality  of  a group  of  10  and 
then  of  100,  and  then  1,000.  There  is  no  doubt  that 
the  total  is  always  less  than  the  sum  of  its  parts;  the 
larger  the  number  involved,  the  greater  the  differ- 
ence between  the  total  and  the  sum.  This  loss  of  per- 


sonality is  transitory,  often  briefly  so  and  hence  un- 
noticed, when  a few  people  aggregate  for  limited  pe- 
riods. However  when  large  numbers  of  people  come 
together  for  extended  periods,  a serious  persistent 
atrophy  of  their  personalities  occurs.  This  atrophy 
may  be  masked  by  the  pace  of  interaction  that  may 
occur  in  aggregated  populations  but  this  interaction 
is  simplified  and  stereotyped;  in  fact  it  is  boring  to 
watch  and  boring  to  participate  in.  The  underdevel- 
oped or  atrophied  personality  is  highly  susceptible 
to  boredom,  and  cannot  excape  from  it.  Lacking  the 
personal  resources  for  a stimulating  existence,  it  can 
only  seek  the  company  of  other  personalities,  many 
of  which  are  similarly  underdeveloped  or  atrophied, 
and  hence,  boring.  A further  atrophy  of  the  person- 
ality, and  increasing  frequency  and  persistence  of  the 
boredom  are  the  bewildering  result,  and  it  becomes 
more  pronounced  with  advancing  age.  No  wonder 
the  young  find  most  older  people  unsatisfactory  but 
will  follow  any  stimulating  older  person  no  matter 
how  depraved  or  nutty  he  may  be.  The  aging  atro- 
phied personality  is  capable  only  of  simple  stereo- 
typed responses  and  hence  is  labeled  conservative. 
This  is  not  a correct  use  of  the  term — a conservative 
personality  is  not  necessarily  a stultified  one  and 
vice-versa.  The  increase  in  the  prevalence  of  these 
undeveloped,  atrophied  or  fragmented  personalities 
has  led  to  the  need  for  a new  form  of  social  organi- 
zation. With  a lack  of  inventiveness  that  character- 
izes such  personalities,  they  have  adopted  an  old 
form  and  called  it  new — the  commune.  By  fusing 
dozens  of  inadequate  personalities  the  commune 
may  create  one  or  two  good  ones,  as  long  as  the 
components  act  in  unison.  Accordingly,  commune 
living  should  be  encouraged  rather  than  derogated. 

It  is  the  only  solution  for  the  vast  numbers  of  imper- 
fect personalities  we  have  created. 

Man  as  the  Enemy 

Another  consequence  of  city  living  has,  to  my 
knowledge,  been  touched  on  by  few  if  any  sociolo- 
gists. This  is  a change  in  the  attitude  toward  people 
in  general.  To  rural  people  Nature  often  exhibits 
inimical  attributes;  storm,  flood,  drought,  frost,  in- 
sect pests,  etc.  If  these  natural  hazards  exist  at  all 
in  the  city,  they  are  so  rare  and  so  diminished  that 
Nature  ceases  to  be  regarded  as  inimical  and  Man 
takes  its  place.  Anything  untoward  that  occurs  to  the 
city  dweller  can  be  blamed,  rightly  or  wrongly,  on  . 
the  actions  of  other  people.  Hence,  whereas  the 
country  dweller  takes  mankind  as,  in  the  words  of 
John  Quincy  Adams,  “as  we  take  a wife — for  better 
or  for  worse,”  to  the  city  dweller  every  man  who  is 
not  at  the  moment  a friend  is — at  least  at  the  mo- 
ment— probably  an  enemy.  This  paranoid  thinking 
is  further  stimulated  by  the  involuntary^  togetherness 
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prevalent  today.  The  paranoia  often  leads  to  a be- 
lief in  witchcraft  among  the  superstitious  and  of  con- 
spiracies (e.g.,  the  Establishment)  or  familial  malev- 
olence (e.g.,  the  mother  as  the  cause  of  schizophre- 
nia, the  spouse  as  the  cause  of  alcoholism,  the  chil- 
dren as  the  cause  of  senile  psychosis)  among  the 
half-educated.  This  general  attitude  also  leads  to  the 
fantastic  belief  found  in  children’s  fairy  tales,  the  be- 
lief that  some  day  soon  the  Final  Battle  between 
Absolute  Good  and  Absolute  Evil  will  occur,  and 
the  rich,  bloated  arrogant  treacherous  forces  of  Evil 
will  be  wiped  out  (except  for  the  few  who  confess 
their  error)  by  the  ragged,  starved,  poorly  equipped 
but  unceasingly  valiant  forces  of  Good. 

Our  advanced  technology  has  led  to  a habit  of  im- 
mediate gratification  of  all  wants,  with  little  or  no 
effort.  This  habit,  or  at  least  expectation,  is  far  more 
prevalent  than  it  was  a century  ago.  Immediate  grati- 
fication and  no  toil  could  not  possibly  be  widespread 
in  the  mainly  agricultural  society  that  then  existed. 
The  idea  of  planting,  cultivating  and,  after  consider- 
able time,  harvesting,  prevailed  in  occupations  and 
carried  over  to  other  matters  of  daily  life.  The  num- 
ber of  persons  who  could  legally  exist  off  the  surplus 
created  by  the  toil  of  farmers  was  not  large.  These 
nonproducers  instinctively  limited  their  numbers  by 
excluding,  ostensibly  for  genetic  reasons,  those  who 
wanted  to  join  their  number.  Although  the  industrial 
revolution  has  permitted  the  harnessing  of  water  and 
steam  power  for  a variety  of  manufacturing  proc- 
esses, manufacturing  as  a whole  still  involved  much 
direct  contact  between  the  worker  and  the  object, 
and  the  transformation  of  raw  materials  into  manu- 
factures was  still  relatively  slow  and  dependent  on 
the  effort  of  individual  workers. 

Life  today  is  completely  different  in  this  country. 
Agriculture  is  a way  of  life  for  only  a small  segment 
of  the  population.  Those  who  today  participate  in 
industry  do  not  see  the  gradual  transformation  of 
raw  material  into  finished  product.  They  are  more 
closely  in  contact  with  some  machine  than  with  the 
product  it  is  helping  to  create;  in  fact  are  more  like- 
ly to  think  and  act  like  attachments  of  machines  than 
like  the  creators  of  products.  Moreover,  the  develop- 
ment of  electric  power  and  of  electronic  regulating 
devices  has  made  man  even  less  of  a participant  in 
the  creation  of  things  he  uses  than  he  was  a genera- 
tion ago.  These  and  other  recent  developments  have 
produced  an  entirely  different  pattern  of  behavior 
from  that  which  previously  prevailed. 

New  Behavior  Pattern 

Today’s  persons  less  than  30  years  old  were 
brought  up  conditioned  to  respond  to  most  wants, 
both  physical  and  mental,  by  pressing  buttons,  rip- 
ping open  cans,  dissolving  concentrates,  thawing  fro- 


zen food  or  drink,  spraying  a mist  on  some  surface 
alive  or  inanimate,  etc.  The  idea  that  at  least  the  on- 
set of  gratification  might  be  delayed  as  much  as  30 
minutes  is  enough  to  make  a person  start  hiding  can- 
dy bars  under  his  mattress. 

As  John  Reid  said  in  1816:  “Expectation  is  the 
vital  principle  of  happiness.  It  is  that  which  con- 
stantly stimulates  us  to  exertion,  and  fills  up  the  va- 
cant spaces  of  life.  We  are  in  general  more  interested 
by  a precarious  good  in  prospect,  than  by  the  most 
valuable  realities  in  our  possession.  The  blossoms 
of  hope  are  better  than  the  ripened  fruits  of  fortune. 
We  complain  of  the  vicissitudes  and  uncertainty  at- 
tending upon  our  present  state,  and  yet  as  it  is,  in 
this  very  uncertainty  and  vicissitude,  that  its  interest, 
and  of  course  its  value,  principally  consists.  Antici- 
pated changes  constitute  the  predominant  charm 
of  life.”  This  has  been  largely  lost. 

Today’s  era  of  electronic  gadgetry  has  had  anoth- 
er effect:  it  has  not  only  created  the  delusion  that 
immediate  gratification  is  the  normal  way  of  life  for 
everyone  but  it  has  also  created  vast  surpluses  that 
seem  to  justify  this  notion.  The  effects  of  these  eco- 
nomic factors  have  been  reinforced  by  current 
American  theories  of  child-rearing  which  theories 
hold  that  anything  restrictive  is  bad. 

Affluence  Creates  Problems 

The  affluence  produced  by  the  recent  technologic 
revolution  has  also  created  problems.  The  idea  that 
poverty  is  bad  and  hence  affluence  must  be  good  is 
one  of  the  inanities  of  current  sociologic  thinking. 
Huge  efforts  are  currently  being  made  to  eliminate 
poverty,  because  poverty  has  evidently  demoralized 
many  people  of  all  ages,  especially  those  under  25 
years  of  age.  It  is  equally  evident,  however,  that  af- 
fluence has  also  demoralized  many  people,  especially 
those  under  25  years  of  age.  In  fact  as  the  affluent 
segment  of  the  population  becomes  more  numerous, 
the  demoralization  produced  by  affluence  becomes 
more  evident.  We  unfortunately  have  no  great  body 
of  current  writing  on  the  sociologic  disorders  pro- 
duced by  affluence  although  psychiatrists  of  earlier 
eras  did  have  much  to  say  on  this  subject.  It  is  clear 
that  affluence  spoils  particularly  when  it  is  combined 
with  permissiveness.  For  example.  Sir  Charles  Ellis, 
superintendent  of  the  mental  hospital  at  Wakefield, 
wrote  (1838):  “When  in  early  life  the  inclinations 
have  never  been  thwarted,  and  the  passions  have 
been  allowed  to  remain  unsubdued,  the  disappoint- 
ments and  reverses  of  fortune,  which  almost  invari- 
ably attend  every  human  being  in  his  passage 
through  the  world,  frequently  cause  overanxiety  in 
the  mind,  before  unaccustomed  to  restraint.”  Conol- 
ly  wrote  (1830):  “Mental  ease  is  destroyed  by  the 
want  of  those  privations  and  difficulties  of  which  the 
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operation  is  always  beneficial,  though  seldom  duly 
appreciated”  even  when  the  person  is  distracted  by 
the  excitements  of  life  in  a large  city. 

Although  it  would  be  absurd  to  declare  that  tech- 
nologic advances  and  affluence  can  only  be  evil,  it 
is  difficult  to  say  any  such  thing  about  permissive- 
ness in  child-rearing.  A permissive  upbringing  is 
widely  recommended  as  a means  of  preventing  per- 
sonality disorders.  However,  permissiveness  is,  in 
fact,  one  of  the  most  subtle  and  extreme  forms  of  re- 
jection. 

It  is  at  least  as  important  as  excessive  harshness 
in  separating  parents  and  children.  Another  behav- 
ioral consequence  of  parental  permissiveness  is  the 
spread  of  antisocial  phenomena,  phenomena  that  in- 
terfere with  or  even  interdict  those  social  processes 
that  favor  the  maximal  development  and  operation 
of  the  personality  attributes  of  all  the  members  of  the 
community  consistent  with  minimal  impairment  of 
particular  personality  attributes  of  any  of  its  mem- 
bers. This  is  true  because  the  demand  for  permis- 
siveness is  a demand  for  abdication  of  judgment  in 
social  affairs,  and  derives  from  the  absurd  notion 
that  since  there  is  no  such  thing  as  an  absolute  stan- 
dard then  there  should  be  no  standards  at  all. 

Prevalence  of  Permissiveness 

The  reason  for  the  prevalence  of  permissiveness 
in  our  society  is  hard  to  define.  The  philosophy  that 
underlies  it  evidently  originated  in  the  writings  of 
Rousseau.  In  his  defense — and  he  is  not  an  easy 
man  to  defend — he  did  not  believe  that  his  theories 
of  child-rearing  should  be  universally  applied;  he  in- 
tended them  to  be  used  only  by  the  upper  classes. 
Since  at  that  time  these  classes  were  numerically  in- 
significant, his  theories  could  not  lead  to  a serious 
collapse  of  society.  However,  his  philosophy  became 
one  of  the  main  components  of  modem  American 
social  science.  Today  the  so-called  social  sciences 
have  come  tO'  dominate  all  aspects  of  mental  life  in 
this  country.  As  that  outstanding  social  scientist  Pro- 
fessor Martin  Gross  pointed  out  in  The  New  School 
Bulletin  five  years  ago,  they  have  gained  in  the  col- 
leges power  of  “magnificent,  and  undeserved  pro- 
portions. The  typical  university  curriculum  is  heavily 
weighted  in  the  social  sciences.  ...  It  might  be  said, 
without  too  great  a fear  of  exaggeration,  that  the 
modern  undergraduate  is  a social  science  addict.  In 
the  community  outside  the  campus,  the  social  sci- 
ences exert  an  impressive  influence  in  such  institu- 
tions as  free  publie  education  (through  educational 
psychologists  and  educators),  welfare,  penology,  pro- 
bation, social  work,  family  and  child  guidance,  adop- 
tion, numerous  manifestations  of  psychology  and 


psychiatric  care,  work  with  delinquents,  and  massive 
federal  programs  of  every  variety,  from  poverty  to 
race  relations.  . . .”  This  enormous  expansion  of  a 
need  for  practitioners  of  the  social  science  led  our 
educational  system  to  turn  out  large  numbers  of  me- 
diocrities in  this  field  (as  in  some  others).  As 
de  Tocqueville  observed,  “A  middling  standard  is 
fixed  in  America  for  human  knowledge.  All  ap- 
proaeh  to  it  as  near  as  they  can;  some  as  they  rise, 
others  as  they  descend.”  The  general  tendency  of 
American  education  to  produce  mediocrity,  acting 
upon  a branch  of  learning  notable  for  its  vagueness 
of  formulation,  disregard  of  rules  for  interpreting 
data  and  validation  of  method,  and  bizarreness  of 
some  of  its  leading  thinkers  had  produced  a vast 
number  of  educationalists  who  have  created  a crash- 
ingly  erroneous  concept  of  the  nature  of  man  and 
the  goals  in  his  education. 

In  passing,  it  might  be  noted  that  the  harmful  ef- 
fect of  philosophies  has  been  a matter  of  comment 
since  earliest  days.  Athenaeus  told  how  Antiochus 
Sidetes,  a Syrian  king  of  the  second  century  B.C., 
wrote  to  one  of  his  officials:  “We  have  already  di- 
rected you  that  no  philosophers  shall  stay  in  the  city 
or  district,  yet  we  hear  that  there  are  not  a few,  and 
that  they  debauch  the  young,  owing  to  my  orders  not 
being  carried  out.  Upon  receipt,  therefore,  of  this 
letter,  issue  a decree  to  expel  all  philosophers, 
threatening  any  youths  found  in  their  company  with 
hanging,  and  their  parents  with  gravest  censure.  Let 
there  be  no  mistake  about  this.”  Similarly,  the  Ro- 
man Senate,  in  161  B.C.,  passed  a decree  expelling 
philosophers  on  the  grounds  that  they  were  corrupt- 
ing Roman  youths  to  abandon  their  parents,  tradi- 
tional habits  of  thought  and  ways  of  life. 

Today’s  popular  philosophies  deny  the  importance 
of  contact  between  successive  generations  either  as 
such  or  through  their  works.  In  so  doing  they  ignore 
the  biological  nature  of  man.  As  Cassirer  has  point- 
ed out,  man  is  a “time-conserving  animal”  because 
man  conseiously  and  unconsciously  uses  the  past  ex- 
perience of  his  species  more  than  does  any  other  ani- 
mal; indeed,  as  far  as  is  known,  only  man  has  devel- 
oped history  as  a scientific  discipline  and  a literary 
mode.  To  put  it  in  more  general  terms,  man  as  a bio- 
logic organism  seeks  the  consolation  of  certainty  in 
tradition  at  the  same  time  that  he  seeks  the  consola- 
tion of  hope  in  change.  He  conserves  the  past  but 
flavors  it  with  anticipation  of  the  future.  To  assume 
that  man  can  create  a future  while  ignoring,  or  ac- 
tually by  rejecting,  the  past  is  the  height  of  biologic 
absurdity. 

Lessons  of  the  Past 

The  lessons  of  the  past  are  useful  because  they 
maintain  social  forms  that  are  of  proven  value — ei- 
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ther  as  guides  to  behavior,  as  examples  of  beauty  en- 
joyed by  all,  or  as  inspiring  reminders  of  some  great 
events  in  people’s  history.  In  addition,  of  course,  the 
traditions  created  by  past  experience  help  to  give 
culture  the  unity  that  binds  different  ages  and  differ- 
ent social  groups  so  that  the  culture  may  survive. 
Traditions  should  be  questioned  because  conditions 
change.  Moreover,  traditions  are  often  a poor  guide 
in  making  cultural  changes  required  by  changing 
conditions.  Adherence  to  tradition  may  submerge 
new  modes  that  clearly  should  be  adopted;  this  hap- 
pens because  men  find  it  difficult  to  believe  in — or 
even  notice — the  unfamiliar  while  the  familiar  is 
constantly  before  their  eyes. 

The  decision  when  to  modify  or  abandon  a tradi- 
tion is  a difficult  one.  Impatient  and  foolish  men 
solve  this  problem  by  advocating  the  overthrow  of 
all  traditions.  This  suggestion  may  be  advanced  ei- 
ther as  having  practical  ends  or  as  a way  of  “liberat- 
ing the  spirit” — whatever  that  means.  The  indiscrim- 
inate overthrowing  of  traditions  has  always  had  un- 
favorable results.  It  is  clearly  not  in  harmony  with 
man’s  biologic  nature.  The  two  opposing  forces  im- 
plied in  the  wish  to  preserve  tradition  and  to  insti- 
tute change  underlie  all  human  social  life. 

It  is  evident  that  man’s  biologic  nature,  that  of  a 
time-conserving  animal,  must  use  both  the  past  and 
the  future.  (The  present  is  only  a point  in  time  and 
strictly  speaking  has  no  duration.)  The  radical  ig- 
nores most  of  the  past  in  planning  for  the  future  and 
hopes  to  create  a static  Utopia.  The  reactionary 
wants  to  return  to  the  modes  of  the  past,  even 
though  they  have  ceased  to  work  and,  in  some  cases, 
have  been  rejected  by  society.  He  too  hopes  to  cre- 
ate a static  Utopia.  Accordingly,  neither  radicals  nor 
reactionaries  are  time-conserving  animals.  The  truly 
time-conserving  man  must  pay  equal  attention  to 
both  the  past  and  the  future;  he  must  therefore  al- 
ways favor  things  as  they  actually  are — i.e.,  con- 
stantly changing  through  the  fusion  of  useful  old  tra- 
ditions with  the  new  ideas  for  the  good  of  the  future. 

Fanatical  Allegiance 

Unfortunately  those  young  people  whose  peculiar 
education  conditions  them  to  believe  that  there  are 
no  valid  standards,  that  only  feelings  should  deter- 
mine actions,  and  that  the  beliefs  (and  feelings)  of 
any  who  differ  with  them  are  irrelevant  are  clearly 
unable  to  maintain,  and  much  less  to  build  a just  and 
orderly  society.  It  is  unfortunate  that  all  that  some 
young  people  have  acquired  is  little  more  than  these 
notions  from  the  education  that  we  have  provided 
for  them.  The  fanatical  allegiance  to  their  own  group 
that  many  of  them  exhibit  is  not  praiseworthy.  Ex- 
clusive loyalty  to  an  immediate  group  prevents  the 
growth — or  survival — of  any  larger  social  organiza- 


tion. It  prevents  soeial  coherence  and  may  lead  to 
pointless  conflicts  characterized  by  a meaningless  al- 
ternation of  victories  and  defeats.  A higher  loyalty, 
to  soeiety  as  a whole,  must  outweigh  all  limited  al- 
legiances. Loyalty  is  the  cement  of  a soeial  system, 
much  more  so  than  any  system  of  laws.  All  those 
who  comprise  a social  order — and  two  social  orders 
cannot  occupy  the  same  place  at  the  same  time — 
must  be  loyal  to  each  other. 

It  is  evident  that  if  we  apply  the  word  revolution 
to  recent  events  in  this  country,  in  most  cases  the 
word  should  mean  going  in  circles.  This  circular 
phenomenon,  with  its  recurrence  of  the  same  types 
of  event,  is  freed  from  complete  stereotype  mainly 
through  social  changes  introdueed  by  the  accidents 
of  technologic  discovery.  Moreover,  much  of  what 
we  eall  the  revolution  in  moral  values  today  is  mere- 
ly a revolution  in  manners.  In  large  part  this  change 
in  manners  is  due  to  the  change  in  the  proportion 
of  affluent  in  society.  Since  there  are  many  more  of 
them,  their  defects  in  behavior  are  more  noticeable. 
The  only  real  revolution  in  manners  that  has  oe- 
curred  is  the  rejection  of  privacy  and  at  least  out- 
ward respect  for  the  rights  and  comfort  of  others  to- 
gether with  the  stated  wish  to  be  offensive  to  all  per- 
sons, friend  or  foe  (and  this  includes  offending  the 
senses  of  hearing,  sight  and  smell).  The  issue  has  be- 
come confused  because  this  revolution  in  manners 
is  not  only  excused  as  a consequence  of  a moral  rev- 
olution but  aetually  claimed  to  be  such  a revolution. 
This  is  an  attempt  to  give  it  an  elevated  status  that 
it  does  not  deserve.  Today’s  revolutionary  changes 
in  behavior  cannot  be  judged  in  terms  of  moral  good 
or  evil.  For  example,  the  notion  that  considerate 
manners  are  mere  hypocrisy  is  merely  an  attempt  to 
justify  inconsiderate  manners  on  fake  moral  grounds. 
Those  accustomed  by  poor  education  to  use  slogans 
as  if  they  were  great  moral  principles  easily  fall  into 
this  error. 

Unfortunately  this  error  has  been  reinforced  and 
perpetuated  because  some  men  who  claim  high  prin- 
ciples have  adopted  the  notion  that  it  is  necessaiy 
to  perform  antisocial  acts  to  gain  a purported  future 
good.  The  imagined  good  end  has  been  used  to  justi- 
fy the  present  means;  however,  socially  desirable 
formulas  become  not  indications  of  planned  reforms 
but  rather  the  battle  cries  of  antisocial  violence. 
When  this  kind  of  violence  deliberately  sacrifices  the 
present  for  an  imagined  future,  it  always  loses  the 
future  too.  Violent  behavior  and  its  attendant  dog- 
matism become  the  refuge  of  weak  persons  who  lack 
the  character  to  endure  dissatisfactions  long  enough 
to  eliminate  them  by  democratic  processes  without 
replacing  them  with  new  (and  worse)  ones. 
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Antisocial  Behavior 

When  men  who  claim  high  principles  condone — 
or  recommend — antisocial  actions  in  the  name  of  so- 
cial progress,  less  highly  motivated  individuals  are 
encouraged  to  pursue  similarly  antisocial  behavior. 
Today,  many  antisocial  acts  are  performed  out  of 
boredom  by  persons  who  lack  the  resources  needed 
to  initiate  worthwhile  engrossing  activities.  When 
such  people  lack  ethical  standards  of  behavior  of 
their  own  and  reject  the  guidance  offered  by  moral 
leaders  in  the  community,  they  easily  fall  into  anti- 
social ways.  Antisocial  behavior  undertaken  to  es- 
cape boredom  leads  to  more — and  more  extreme — 
antisocial  behavior. 

The  general  decline  in  personal  standards  of  be- 
havior is  largely  due  to  educational  practices  of  the 
last  few  decades.  The  Dewey-eyed  theorists  (John 
Dewey,  that  is),  who  established  child-rearing  prac- 
tices, have  failed  to  take  into  account  the  need  for 
externally  imposed  discipline  in  children  if  self-dis- 
cipline is  to  develop  in  adults.  (Giving  self-discipline 
the  pejorative  name  “inhibition”  is  not  only  harmful, 
it  is  inaccurate.  Self-discipline  is  voluntary  and  ra- 
tional; inhibition  is  involuntary  and  irrational.) 
When  a community’s  leaders  and  their  unthinking 
followers  engage  in  antisocial  pursuits,  all  the  rascals 
are  emboldened  to  do  likewise.  Hence  the  responsi- 
bility for  widespread  antisocial  behavior  lies  with  the 
leaders  of  the  community.  When  these  leaders  en- 
courage antisocial  actions  by  word  or  example,  the 
community  deteriorates.  Such  leaders  are  therefore 


not  qualified  to  lead.  Men  of  sense  and  tolerance  in- 
stinctively work  both  for  the  present  and  for  the  fu- 
ture. In  order  to  do  so,  however,  they  must  borrow 
from  the  past,  because  borrowing  wisely  from  the 
past  strengthens  the  possibility  of  an  improved  fu- 
ture. Ignoring  the  past  favors  the  perpetuation  of 
disorder,  the  most  ancient  social  condition,  in  which 
irrational  slogans,  senseless  planning,  and  pointless 
destruction  predominate.  Accordingly,  those  who  to- 
day claim  to  be  the  most  revolutionary  as  regards 
the  social  system  are  actually  the  most  reactionary. 
Contrariwise,  those  who  today  seem  to  be  least  revo- 
lutionary by  advocating  deliberation  in  reform  and 
study  of  the  past  are,  in  fact,  the  most  revolutionary. 
They  alone  can  be  responsible  for  whatever  progress 
is  made.  What  is  equally  important  is  that  they  will 
lead  the  community  in  the  direction  of  progress  with- 
out the  setbacks  produced  by  antisocial  times.  They 
will  be  acting  in  accordance  with  man’s  biologic  na- 
ture— the  time-conserving  animal. 

It  is  easy  to  see  how  the  development  of  affluence 
and  urban  crowding,  the  ascendancy  of  an  absurd 
philosophy  in  sociology  and  education,  and  above 
aU  the  confused  thinking  of  persons  widely  regarded 
as  community  leaders  have  created  the  dark  in  which 
we  now  are.  Let  him  who  will  whistle  in  it. 

In  1688  Fontenelle  wrote  in  his  Les  Anciens  et 
les  Modernes,  “We  are  under  obligations  to  the  an- 
cients for  having  exhausted  almost  all  the  false  theo- 
ries that  could  be  formed.”  The  young  of  today 
should  be  similarly  grateful  to  their  elders;  the  young 
will  be  spared  the  impossible  task  of  creating  new 
false  theories. 
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EDITORIALS 


Highlights  of  1972  Georgia 
General  Assembly 

The  following  is  a summary  of  some  of  the  legislation  of  interest  to  Medical  Associa- 
tion of  Georgia  that  was  considered  during  the  1972  session  of  the  General  Assembly.  As 
of  this  writing  none  of  these  bills  have  been  signed  into  law  by  the  Governor.  He  has  30 
days,  excluding  Suntlays,  in  which  to  sign,  veto  or  permit  bills  to  become  law  without  his 
signature. 

J I UMAN  RESOURCES  (H.B.  1424) — This  portion  of  the  Governor’s  reorganiza- 
tion proposal  abolished  the  Board  of  Health,  combined  the  Department  of  Health 
with  the  departments  of  welfare,  vocational  rehabilitation  and  several  lesser  agen- 
cies to  create  a Department  of  Human  Resources.  It  created  a 15-man  Board 
of  Human  Resources  consisting  of  five  physicians,  two  health-related  people  and 
eight  laymen.  The  bill  further  provides  for  a division  of  mental  health  separate  and 
apart  from  the  division  of  physical  health. 

The  Governor  has  indicated  in  private  discussions  that  he  will  include  a pharma- 
cist and  a dentist  among  the  non-physicians  appointed  to  the  Board.  MAG  will 
participate  (by  statute)  in  a Medical  Nominating  Committee  to  select  25  physicians 
from  which  the  Governor  must  choose  five  for  appointment  to  the  Board  of  Hu- 
man Resources.  A copy  of  the  House  and  Senate  voting  record  on  this  matter  may 
be  obtained  from  the  MAG  Headquarters  Office.  PASSED. 

CHIROPRACTIC  (S.B.  474) — This  bill  would  have  compelled  all  health  and 
accident  insurance  policies  to  include  reimbursement  for  services  rendered  by  chiro- 
practors. As  introduced,  the  bill  also  covered  Workmen’s  Compensation  and  Medic- 
aid. Medicaid,  however,  was  amended  out  of  the  bill  in  the  House  Committee. 
S.B.  474  passed  the  Senate  31  to  9,  was  favorably  reported  from  the  House  In- 
surance Committee,  the  House  Rules  Committee,  and  very  narrowly  defeated  on 
the  floor  of  the  House  (approximately  15  minutes  prior  to  midnight  adjournment 
deadline  on  the  last  day  of  the  session) . In  the  House  all  bills  must  receive  a con- 
stitutional majority  of  98  votes  to  pass.  The  chiropractic  bill  received  96  votes — 
just  two  short  of  the  magic  number.  The  chiropractors,  encouraged  by  their  “near 
win,”  are  certain  to  reintroduce  their  bill  again  next  year.  They  will  have  had  an 
opportunity  to  lobby  for  their  bill  during  a campaign  year  and  MAG  must  expect 
another  strong  push  to  enact  this  legislation.  House  and  Senate  voting  records  on 
this  bill  may  be  obtained  from  the  MAG  Headquarters  Office.  DEFEATED. 

PHYSICIAN’S  ASSISTANT  (H.B.  1591  & 1592)  — H.B.  1591  was  a technical 
bill  to  authorize  certain  people  to  engage  in  the  limited  and  controlled  practice  of 
medicine  without  a license  to  practice  medicine:  In  short,  an  exception  to  the 
Medical  Practice  Act.  H.B.  1592  is  the  bill  that  actually  creates  physician’s  assist- 
ants as  a new  category  of  health  care  personnel.  A copy  of  the  full  bill  will  be 
made  available  to  a House  of  Delegates  Reference  Committee  for  their  study. 
Points  of  significant  interest  in  this  bill  are: 

(a)  Definition  of  physician’s  assistant  is  “Physician’s  assistant  means  a skilled 
person  qualified  by  academic  and  practical  training  to  provide  patients  services  not 
necessarily  within  the  physical  presence  but  under  the  personal  direction  or  super- 
vision of  the  applying  physician.” 
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(b)  Applications  to  utilize  a physician’s  assistant  shall  only  be  made  by  licensed 
M.D.’s  or  D.O.’s  to  the  Board  of  Medical  Examiners  and  must  include  a descrip- 
tion of  the  physician’s  practice  and  the  way  in  which  the  assistant  is  to  be  used. 

(c)  No  physician  shall  have  more  than  two  P.A.’s  in  his  employment  any  one 
time. 

(d)  P.A.’s  shall  be  authorized  to  perform  their  duties  only  in  the  principal  of- 
fices of  the  physician  with  whom  they  are  employed.  However,  they  may  be  used 
to  make  house  calls,  and  conduct  hospital  rounds. 

( e ) MAG  efforts  to  amend  the  bill  to  restrict  its  application  to  those  physicians 
engaged  in  private  practice  failed.  However,  we  were  able  to  secure  an  amendment 
to  restrict  the  use  of  P.A.’s  by  public  health  physicians  to  those  engaged  in  treat- 
ing patients — administrative  physicians  could  not  employ  P.A.’s. 

(f)  The  Board  of  Medical  Examiners  is  authorized  to  adopt  rules  that  will  ex- 
empt qualified  medical  employees  from  this  act  when  they  are  performing  functions 
permitted  by  law  or  custom.  PASSED. 

INTERNSHIP  (H.B.  548)  — MAG  sponsored  legislation  (carried  over  from  last 
year)  that  permits  the  Board  of  Medical  Examiners  to  accept  a clinical  training 
program  other  than  an  internship  as  a condition  of  licensure.  PASSED. 

ABORTION  (H.B.  647) — A substitute  abortion  bill  which  incorporated  all  the 
points  agreed  to  by  the  1971  House  of  Delegates  (except  restricting  procedure  to 
JCAH  only)  was  favorably  reported  from  the  House  Health  and  Ecology  Commit- 
tee. It  was  subsequently  defeated  on  the  floor  of  the  House.  DEFEATED. 

DOCTOR-OF-THE-DAY — This  program  continues  to  draw  warm  praise  from 
members  of  the  House  and  Senate  and  remains  MAG’s  most  visible  public  rela- 
tions endeavor.  Your  Committee  on  State  legislation  wants  to  take  this  opportunity 
to  sincerely  thank  all  those  who  participated  in  this  program,  and  in  particular 
wishes  to  extend  its  appreciation  to  Drs.  Charles  Watkins  and  James  Kaufmann, 
co-chairmen  for  the  project. 

In  addition  to  these  bills,  MAG  followed  with  great  interest  legislative  proposals 
in  the  following  fields:  optometry,  clinical  laboratories,  hypnosis,  licensure  and  con- 
trol of  ambulance  services,  and  others.  A full  accounting  will  be  given  to  the  MAG 
House  of  Delegates  and  subsequently  published  in  the  June  issue  of  the  Journal  of 
the  Medical  Association  of  Georgia. 
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DOCTOR  If  you  do  not  have  an  established  collection  service  in  your 
City,  our  proven  methods  will  greatly  improve  recovery  on 
your  slow  or  delinquent  accounts.  Please  telephone  or  drop 
us  a line  for  details.  No  Obligation. 

CREDITORS  MERCANTILE  & ADJUSTMENT  AGENCY 


TELEPHONE  JAckson  1-2054 SUITE  204-207  STANDARD  FEDERAL  BLDG. 


"Hartrampf's  Collection  Service"  Established  1914  ATLANTA,  GEORGIA 
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WILL  YOU  BE  READY? 

T 

A HIS  MONTH  I ASSUME  THE  HIGHEST  OFFICE  in  the  Medical  Association  of 
Georgia  and  I want  to  tell  you  one  and  all  that  I am  grateful  to  you  for  the  honor 
which  you  have  bestowed  upon  me  and  will  try  to  perform  the  arduous  task  which 
the  ever  increasing  workload  of  the  Presidency  of  the  Medical  Association  of 
Georgia  has  become,  with  diligence  and  hopefully  with  wisdom  and  inspiration. 
I must  tell  you  from  the  beginning  that  the  outlook  for  the  future  to  me  for  or- 
ganized medicine  is  a very  grim  one  indeed.  It  is  not  because  the  health  problems 
of  the  nation  are  growing  worse,  because  they  are  not.  It  is  not  because  doctors 
are  in  the  highest  paid  profession  known  to  man,  because  they  are  not.  It  is  be- 
cause the  issue  of  health  has  become  a political  football  in  which  little  and  big 
politicians  seek  to  seize  an  opportunity  to  make  a local  or  national  name  for  them- 
selves at  the  expense  of  the  medical  profession.  I believe  we  are  in  the  unfortunate 
situation  in  organized  medicine  that  no  matter  how  good  we  are,  no  matter  how 
inexpensive  we  are,  no  matter  how  much  peer  review  we  do,  no  matter  how  much 
postgraduate  education  we  have,  that  all  of  these  things  are  not  going  to  be  enough 
to  satisfy  power-greedy,  headline-hunting  politicians. 

Now,  I don’t  want  to  condemn  all  of  the  legislators,  because  we  have  some  fine 
representatives  at  a national  level  and  some  fine  representatives  at  a local  level  who 
understand  the  problems  of  health  care  delivery  and  health  care  financing  and  are 
trying  to  work  with  the  medical  profession  to  solve  these  problems  rather  than 
against  them.  To  these  people  we  should  be  eternally  grateful  and  I do  hope  that 
these  men  of  reason,  wisdom  and  good  judgment  will  prevail  in  the  local  and 
national  legislatures — for  if  they  do  not,  we  are  surely  headed  within  the  next  five 
or  six  years  toward  an  eyeball-to-eyeball  confrontation  with  the  political  forces  of 
the  country. 

How  must  we  prepare  for  this?  Number  one  I have  already  mentioned  above. 
Those  legislators  at  a local  and  a national  level  who  understand  and  are  truly  in- 
deed trying  to  solve  problems  and  not  grab  headlines  or  grab  higher  political  office 
— we  need  to  work  with  them  to  try  to  solve  the  problems  that  indeed  do  exist  in 
health  care  delivery  in  this  country.  Number  two  is,  we  need  to  put  our  own  house 
in  order  and  this  is  where  your  Georgia  Medical  Care  Foundation  comes  in. 
Through  its  peer  review  activity  we  are  able  to  help  eliminate  wastefulness,  un- 
justified and  unnecessary  injections,  unjustified  and  unnecessary  office  visits  and 
unjustified  and  unnecessary  hospitalizations  or  length  of  hospitalizations  and  we 
are  able  to  eliminate  the  problem  of  unjustified  maintenance  of  patients  in  nursing 
homes  at  a skilled  level  of  care  when  a lesser  degree  of  care  will  do. 

This  is  the  first  thing  that  the  Foundation  will  do,  but  it  is  to  me  the  least  valu- 
able of  the  services  the  Foundation  will  perform.  The  Foundation  cannot  only 
help  us  validate  our  practice  methods  that  we  are  currently  using,  but  they  can 
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help  the  Medical  Association  of  Georgia  solve  the  problems  of  maldistribution  of 
physicians,  the  accessibility  of  medical  care  to  patients  and  it  can  also  help  control 
ever-spiraling  health  care  costs  by  re-distribution  of  the  health  dollar  in  which  more 
and  more  of  the  patients  are  seen  in  the  doctor’s  office  and  in  non-institutional  set- 
tings if  this  is  done.  One  certainly  must  be  aware  of  the  fact  that  this  type  of  medi- 
cal practice  is  harder  and  more  demanding  on  the  physician  and  more  hazardous 
for  him  than  is  the  liberal  use  of  institutional  care,  and  third  party  payors  of  all 
varieties  and  ilks  must  be  ready  to  compensate  the  physician  at  a rate  that  is  in- 
dicative of  the  increased  difficulty  and  the  increased  hazard  which  the  physician 
experiences. 

Is  confrontation  in  the  future  necessary?  I hope  not,  if  we  do  our  homework  as 
mentioned  above.  We  must,  however,  be  prepared  for  its  eventuality. 


F.  W.  Dowda,  M.D. 

President,  Medical  Association  of  Ga. 


GEORGIA  MEDICAL  CARE  FOUNDATION,  INC. 


I agree  to  continue  membership  and  to  support  the  Bylaws,  Articles  and  philosophy  of  the  Georgia  Medical  Care 
Foundation,  Inc.,  for  the  fiscal  year,  June,  1972  to  June,  1973. 

NAME  (Please  Print)  


ADDRESS 


DATE  SIGNATURE 


Mail  to  MAG  Headquarters  Office,  938  Peachtree  St.,  N.E.,  Atlanta,  Ga.  30309. 
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LOOK  CLOSE  TO  HOME 

DANIEL  B.  SULLIVAN,  M.D.,  Augusta 


HE  DEATH  RATES  FROM  CANCER  in  the  United  States  have  shown  a slow  but 
steady  overall  increase  in  the  past  30  years. 

There  have  been  isolated  variances:  namely,  stomach  cancer,  once  a leading 
cause  of  death  in  males,  has  shown  a definite  decrease.  Cancer  of  the  colon  and 
rectum  has  shown  a slight  increase,  but  has  leveled  off  recently.  Cancer  of  the  uter- 
us has  been  coming  down  and  this  is  probably  the  result  of  earlier  diagnosis  with 
the  use  of  Papanicolaou’s  smears. 

The  remaining  solid  tumors,  including  breast  cancer  and  the  leukemias,  have  re- 
mained relatively  stable. 

The  striking  and  startling  change  has  been  the  tremendous  increase  in  cancer  of 
the  lung  in  males  and  females. 

The  usual  personal  evaluation  of  such  statistics  is  that:  “This  may  be  true  na- 
tionally, but  it  probably  isn’t  happening  in  our  locality.  It  certainly  is  not  apparent 
in  Georgia,  or  more  specifically,  Richmond  County.”  This,  of  course,  is  a rationali- 
zation and  it  is  as  true  for  the  population  in  Richmond  County  as  it  is  for  the  na- 
tion. 

Incidence  of  Lung  Cancer 

I recently  reviewed  the  audits  of  the  University  Hospital  for  the  year  ending  in 
1942  and  one  of  the  many  interesting  things  was  the  fact  that  out  of  223  new  can- 
cer cases,  only  four  had  lung  cancer. 

I thought  it  might  be  interesting  to  ask  the  record  department  of  the  University 
Hospital  and  St.  Joseph’s  Hospital  in  Augusta  just  to  look  up  the  number  of  bron- 
chogenic carcinoma  patients  admitted  to  each  hospital  for  the  year  of  1971. 

This  is  not  a complete  analysis  and  it  does  not  necessarily  mean  the  new  pa- 
tients that  year,  it  is  the  number  of  people  admitted  in  the  year  1971  with  a diagno- 
sis of  bronehogenic  carcinoma  in  the  two  hospitals.  The  University  Hospital  had 
91  patients  with  this  diagnosis  in  1971  and  11  were  admitted  to  St.  Joseph’s  Hos- 
pital; of  this  total  number  of  102  patients  with  a diagnosis  of  bronchogenic  carci- 
noma, 78  were  males  and  24  were  females. 

This  in  itself  is  amazing  since  carcinoma  of  the  lung  in  females  was  almost  un- 
heard of  30  years  ago. 

The  number  dying  of  this  disease  was  27,  18  males  and  9 females.  This  is  well 
within  the  pattern  of  the  tremendous  inerease  in  lung  cancer  and  to  see  an  increase 
from  four  cases  to  102  eases  in  a 30-year  period  is  well  out  of  line  with  the  rates 
of  occurrenee  of  any  other  neoplasm. 

The  statistics,  of  course,  cannot  be  ignored  and  it  is  interesting  to  note  that  the 
majority  of  these  individuals  came  from  rural  and  not  large  urban  areas  of  this  part 
of  the  State  of  Georgia.  Those  of  us  who  deal  with  tumors  every  day  cannot  escape 
the  obvious  facts  of  the  relationship  of  the  tobacco  leaf  to  the  increasing  rates  of 
bronchogenic  carcinoma. 

1467  Harper  Street 
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NEW  MEMBERS 


SOCIETIES 


Medical  Center 

— Or  Columbus,  Georgia  31901 


Andrews,  James  R. 
Associate — Muscogee 

Casas,  Osvaldo 
Active — Baldwin — GP 

Delgado,  Jose  A. 

Active — Baldwin — P 

Duhon,  Fred  J. 

Active — W-C-D — GP 

Glassman,  Armand  B. 
Active — Richmond — Path 

Greene,  Ralph  R. 

Active — W-C-D — GP 

Hansen,  Richard  A. 

Active — W-C-D — GP 

Huber,  Douglas  C. 

Active — Baldwin — Path 

Johnston,  Joseph  F. 

Active — Richmond — Anes 

Lesslie,  William  P. 

Active — Cobb — I 

Lott,  Thomas  M. 

Active — Glynn — R 

Quillian,  Willard  E.,  Ill 
Active — Richmond — P 

Ravelo,  Humberto  C. 
Active — Baldwin — P 

Rhame,  Donald  W. 

Active — Bibb — Su 

Robertson,  Alex  F. 

Active — Richmond — Pd 

Slate,  Robert  W. 

Active — Stephens — Su 

Smith,  Stuart  A. 

Active — Floyd — Oto 

Tyrone,  Nelson  O.,  Jr. 
Active — Muscogee — U 

Utset,  Bernardo  B. 

Active — Baldwin — GP 

Waters,  Raymond  O. 
Active — Floyd — Oto 


Central  State  Hospital 
Milledgeville,  Georgia 
31061 

Central  State  Hospital 
Milledgeville,  Georgia 
31061 

Doctors  Clinic 
Lafayette,  Georgia  30728 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

P.  O.  Box  460 
Ringgold,  Georgia  30736 

Wildwood  Hospital 
Wildwood,  Georgia  30757 

Baldwin  County  Hospital 
Milledgeville,  Georgia 
31061 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

86  S.  Cobb  Drive 
Marietta,  Georgia  30060 

3010  Hampton  Ave. 
Brunswick,  Georgia  31520 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Central  State  Hospital 
Milledgeville,  Georgia 

31061 

700  Spring  Street 
Macon,  Georgia  31201 

Medical  College  of  Goergia 
Augusta,  Georgia  30902 

800  E.  Doyle  Street 
Toccoa,  Georgia  30577 

14  Hospital  Circle 
Rome,  Georgia  30161 

Doctors  Building 
Columbus,  Georgia  31901 

Central  State  Hospital 
Milledgeville,  Georgia 

31062 

14  Hospital  Circle 
Rome,  Georgia  30161 


The  Bibb  County  Medical  Society  had  Dr.  Juan  A. 
del  Regato  as  their  M.  J.  Witman  Memorial  Lecturer  at 
their  March  meeting.  Dr.  Regato  is  director  of  the  Pen- 
rose Cancer  Hospital,  Colorado  Springs,  Colorado,  and 
is  one  of  the  world’s  foremost  specialists  in  Radiologic 
Therapy. 

The  Georgia  Medical  Society  co-sponsored  a meet- 
ing on  pollution  with  the  Junior  League  of  Savannah  in 
March.  Guest  speaker  was  Jerry  Kretchmer,  New  York 
City’s  Environmental  Protection  administrator. 

PERSONALS 


First  District 

John  Brewton  Rabun  of  Savannah  was  named  a 
Fellow  of  the  American  College  of  Radiology  in  April. 

Fifth  District 

Thomas  L.  Tidmore,  Jr.,  of  Atlanta,  was  promoted 
to  professor  of  anesthesiology  at  the  Emory  University 
School  of  Medicine  in  March. 

Sixth  District 

Ben  Jenkins  of  Newnan  has  been  appointed  execu- 
tive vice  president  of  Practice  Research,  Inc.,  a non- 
profit corporation  which  has  93  research  projects  over 
the  world. 

Eighth  District 

Clyde  A.  Wilson,  Jr.,  and  Jesse  L.  Hunt  of  Bruns- 
wick are  leaving  private  practice  in  order  to  assume 
full-time  responsibility  for  treatment  of  emergency  pa- 
tients at  the  Brunswick  hospital. 

Tenth  District 

Winford  H.  Pool  of  Augusta  has  been  named  a Fel- 
low of  the  American  College  of  Radiology. 


Ha  UazH^ 

Dispensing  Opticians 

Quality  and  Service  Since  1905 


105  PEACHTREE  STREET,  N.E. 

W.  W.  ORR  DOCTORS  BUILDING 
BAPTIST  PROFESSIONAL  BUILDING 
SHEFFIELD  MEMORIAL  BUILDING 
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DEATHS 

George  Felton  Hagoocl,  Sr. 

Dr.  George  Felton  Hagood,  Sr.,  a Cobb  County 
physician  who  had  been  practicing  medicine  for  65 
years,  died  March  19.  He  was  95. 

Born  in  Cobb  County,  Dr.  Hagood  graduated  from 
Reinhardt  College  in  Waleska  in  1899  and  from 
the  Georgia  College  of  Elective  Medicine  and  Surgery 
in  Atlanta.  He  was  licensed  in  1904,  when  he  began  his 
practice  in  Cobb  County. 

A founder  of  the  Cobb  County  Medical  Society,  he 
was  its  oldest  member  in  both  age  and  tenure.  He  also 
had  been  an  active  member  of  the  Kennestone  Hospital 


staff  since  it  was  built  to  replace  the  old  Marietta  Hos- 
pital— which  he  helped  build. 

Dr.  Hagood  was  a member  of  the  Seventh  District 
Medical  Society,  the  Medical  Association  of  Georgia, 
the  American  Academy  of  General  Practice,  the  Ameri- 
can Medical  Association,  the  Odd  Fellows  and  Kenne- 
saw  Lodge  No.  33  F&AM. 

He  also  was  a charter  member  and  past  president  of 
the  Marietta  Kiwanis  Club,  a member  of  the  official 
board  of  the  Marietta  First  Lfnited  Methodist  Church, 
a trustee  of  Reinhardt  College  and  a former  elected 
member  of  the  Marietta  City  Council,  Board  of  Educa- 
tion and  Board  of  Lights  and  Water. 

He  is  survived  by  a daughter,  Mrs.  Lola  H.  Davis, 
and  a son,  Dr.  Murl  M.  Hagood,  both  of  Marietta. 


MAG  MEMBERS  ATTEND 
14th  ANNUAL  CONGRESSIONAL  LUNCHEON 
Washington,  D.C.— April  13,  1972 


(Left  to  right,  seated):  Congressman  Fletcher  Thompson,  Congressman  Jack  Brinkley,  James  Kaufmann,  M.D., 
Congressman  Phil  Landrum,  J.  Frank  Walker,  M.D.,  Congressman  John  Flynt,  Ferrol  Sams,  M.D.,  W.  C. 
Mitchell,  M.D.,  Congressman  John  Davis.  (Left  to  right,  standing):  Joseph  Mulherin,  M.D.,  Mi'.  James  Moffett, 
Congressman  G.  Elliott  Hagan,  John  Kirk  Train,  M.D.,  Bruce  Newsom,  M.D.,  Earnest  C.  Atkins,  M.D.,  Con- 
gressman Ben  Blackburn,  Charles  Andrews,  M.D.,  Congressman  Dawson  Mathis,  Dan  Bateman,  M.D.,  Mi'.  Joe 
Sports,  administrative  assistant  to  Senator  David  Gambrell,  Ollie  McGahee,  M.D.,  Congressman  Robert 
Stephens,  Donald  Branyon,  M.D.,  and  Mr.  John  Dent,  legislative  assistant  to  Senator  Herman  Talmadge. 
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THE  MONTH  IN  WASHINGTON 


The  American  Medical  Association  protested  again 
to  the  federal  Price  Commission  that  the  Administra- 
tion’s economic  stabilization  program  is  discriminatory 
as  it  applies  to  physicians. 

A detailed  statement  outlining  the  AMA’s  position 
was  sent  to  the  Price  Commission  March  27  by  Dr. 
Max  H.  Parrott,  chairman  of  the  AMA  Board  of  Trust- 
ees, in  response  to  the  commission’s  announcement  in 
the  Federal  Register  that  it  was  seeking  a general  re- 
view of  its  policies. 

The  AMA  statement  emphasized  that  the  Association 
supports  President  Nixon’s  efforts  to  curb  inflation.  But, 
the  AMA  said,  physicians  are  “very  much  concerned 
that  the  economic  restrictions  imposed  upon  them  do 
not  have  equal  application  to  all  segments  of  the  econ- 
omy.’’ 

Recommends  Council 

The  AMA  recommended  that  the  Price  Commission 
establish  a Health  Industry  Council  or  Committee  with 
representatives  of  the  AMA  and  other  health  associa- 
tions as  members. 

“Such  a committee  could  provide  a direct  conduit 
to  the  Price  Commission  of  the  resources,  expertise 
and  experience  of  its  members,”  the  AMA  said. 
Through  such  a committee  the  Price  Commission  would 
have  access  to  in-depth  information  accumulated  by 
professional  associations  in  the  health  care  field.  Fur- 
thermore, a direct  channel  of  communication  between 
the  staffs  of  these  organizations  and  the  staff  of  the 
Price  Commission  would  provide  the  Price  Commission 
with  assistance  not  otherwise  obtainable. 

The  AMA  expressed  confidence  that  its  statement 
reflected  the  concern  of  all  physicians  regarding  the 
operation  of  the  price  control  program  as  it  applied  to 
their  services.  The  statement  concluded: 

“We  believe  that  the  comments  and  suggestions  made 
in  this  statement  reflect  the  concern  of  all  physicians 
regarding  the  present  operation  of  the  price  control 
program  as  it  relates  to  their  services.  Accordingly,  we 
urge  the  Price  Commission  to  eliminate  the  discrimina- 
tory rules  which  single  out  physicians  and  other  non- 
institutional  providers  of  health  care.  We  also  call  upon 
the  Price  Commission  to  foster  a simpler,  more  equi- 
table system  for  the  enforcement  of  price  controls  and 
the  processing  of  applications  for  exceptions.  An  ap- 
plication for  an  exception  not  processed  within  20  days 
should  be  deemed  to  be  approved.” 

Discrimination 

The  AMA  statement  pointed  out  that  professional 
fees,  such  as  lawyers’,  outside  the  health  profession 
were  not  subject  to  limitations  and  that  “manufacturers, 
retailers  and  sellers  of  services  generally  are  entitled 
to  full  pass-through  of  their  increased  costs.” 

The  AMA  statement  continued: 

“Of  all  sellers  of  commodities  and  services,  only 
physicians  (and  other  non-institutional  providers  of 
health  care)  are  restricted  to  an  aggregate  price  in- 
crease of  2.5  per  cent  a year  in  passing  through  increased 
costs.  We  do  not  believe  that  this  discriminatory  re- 
striction is  necessary  to  curb  the  rate  of  inflation.  If  in- 


deed such  a restriction  were  needed,  the  most  effective 
application  would  be  in  those  segments  of  the  economy 
which  command  the  bulk  of  the  consumer’s  dollar — 
food,  clothing  and  housing. 

“The  regulations  divide  health  care  providers  into 
institutional  providers  and  non-institutional  providers 
for  price  control  purposes.  This  is  an  artificial  and  ir- 
rational distinction  which  should  be  abolished.  The 
plain  fact  of  the  matter  is  that  institutional  providers 
frequently  provide  all,  and  always  provide  some,  of 
the  kind  of  services  which  non-institutional  providers 
sell.  . . . 

Eliminate  Restrictions 

“We  are  convinced  that  the  special  restrictions  in  the 
regulations  applicable  to  physicians  (and  other  non- 
institutional  providers)  will  make  no  meaningful  con- 
tribution to  the  goals  of  the  Price  Commission  and  as  a 
matter  of  principle  should  be  eliminated.  Physicians 
should  be  encouraged  to  invest  in  new  facilities  and 
technology  which  will  elevate  the  quality  of  medical 
care.  The  2.5  per  cent  limitation  on  the  pass-through 
of  additional  costs  discourages  such  investments. 

“The  Economic  Stabilization  Act  requires  that  the 
President  issue  standards  to  serve  as  a guide  for  de- 
termining prices,  such  standards  to  be  generally  fair 
and  equitable.  The  regulations  provide  for  an  applica- 
tion for  an  exception  or  exemption  if  the  economic 
stabilization  regulations  and  guidelines  will  result  in 
serious  hardship  or  gross  inequity.  However,  the  regula- 
tions do  not  provide  any  criteria  or  standards  to  be  ap- 
plied when  a physician  seeks  an  exception  because  of 
‘serious  hardship  or  gross  inequity.’  We  believe  that 
serious  hardship  or  gross  inequity  is  involved  where 
a physician  has  not  increased  his  fees  to  keep  pace 
with  those  charged  by  his  colleagues.  Many  physicians 
have  held  the  line  on  fees  despite  rising  costs.  They 
have  delayed  raising  their  fees  and  in  some  instances 
physicians  have  not  increased  their  fees  for  several 
years.  We  believe  that  these  physicians  should  not  be 
penalized  by  being  frozen  to  a substandard  level  of  fees. 

Standards  for  Exceptions 

“Standards  for  exceptions  to  the  price  regulations 
should  include  provisions  for  physicians  to  raise  their 
fees  under  circumstances  such  as  the  following: 

“1.  Where  the  price  charged  for  a particular  service 
or  services  is  significantly  lower  than  that  most  com- 
monly charged  in  the  same  community  by  the  same 
class  of  providers  of  health  services.  Example:  A 
physician  specializing  in  internal  medicine  whose 
charge  for  a routine  office  visit  is  significantly  less 
than  that  most  commonly  charged  by  other  phy- 
sicians specializing  in  internal  medicine  in  the  same 
community. 

“2.  Where  the  price  charged  for  a particular  ser- 
vice or  services  is  significantly  lower  than  that  most 
commonly  charged  in  similar  nearby  communities  by 
the  same  class  of  providers  of  health  services  and  the 
applicant  is  the  only  one  or  one  of  a few  in  the  same 
class  of  providers  of  health  services  in  the  same  corn- 
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munity.  Example:  The  only  ophthalmologist  in  a 
community  whose  charge  for  an  eye  examination  for 
prescription  glasses  is  significantly  less  than  that  most 
commonly  charged  by  ophthalmologists  in  similar 
nearby  communities. 

“3.  Where  the  price  charged  by  the  applicant  is 
the  price  most  commonly  charged  in  the  community, 
or  less,  for  a particular  service  or  services  and  is 
substantially  less  than  that  most  commonly  charged 
in  nearby  communities  because  of  substandard  socio- 
logical or  economic  conditions  that  exist  in  the  ap- 
plicant’s community.  Example:  A physician  practic- 
ing medicine  in  a ghetto  area  in  which  the  increase 
in  fees  during  the  past  four  or  five  years  has  not  kept 
pace  with  increases  that  have  generally  taken  place 
in  nearby  communities  which  have  not  been  subject 
to  such  substandard  conditions.” 

Health  Legislation 

More  than  80  members  of  the  House  and  Senate  in- 
troduced legislation  that  would  establish  a separate  De- 
partment of  Health,  a proposal  advocated  by  the  Ameri- 
can Medical  Association  for  a century. 

Chief  co-sponsors  were  a former  secretary  of  Health, 
Education  and  Welfare,  Sen.  Abraham  A.  Ribicoff  (D- 
Conn.),  and  the  chairmen  of  two  key  health  subcom- 
mittees, Sen.  Edward  M.  Kennedy  (D-Mass.)  and  Rep. 
Paul  G.  Rogers  (D-Ela. ).  Twenty-four  Democratic 
senators  and  60  representatives,  54  Democrats  and  6 
Republicans,  had  signed  the  bill  when  it  was  introduced. 
Additional  sponsors  were  expected  to  be  added  later. 

The  legislation,  which  would  break  up  HEW  into 
three  departments,  ran  counter  to  President  Nixon’s 
plan  for  government  reorganization.  His  plan  calls  for 
merger  of  HEW  into  a new,  even  bigger  Department 
of  Human  Resources.  Introduction  of  the  separate 
health  department  legislation  coincided  with  Nixon’s 
sending  of  a second  special  message  to  Congress  urging 
action  on  his  reorganization  proposal. 

Some  sponsors  of  the  health  department  bill  indi- 
cated they  might  compromise  on  two  departments — one 
for  health  and  welfare  and  one  for  education. 

The  AMA  House  of  Delegates  in  1873  adopted  a 
resolution  calling  for  a separate  federal  department 
“as  a means  of  promoting  sanitary  science  and  the  pro- 
tection of  the  public  health.”  In  1891,  the  delegates 
approved  appointment  of  a committee  “to  memorialize 
Congress  at  its  next  session  on  the  subject  of  creating 
a cabinet  officer  to  be  known  as  the  medical  secretary 
of  public  health.” 

AMA  Resolution 

Through  the  years,  the  House  of  Delegates  has  re- 
affirmed this  position,  the  most  recent  such  action  hav- 
ing been  in  December,  1970,  when  this  resolution  was 
adopted: 

“Resolved,  That  the  American  Medical  Association, 
in  the  public  interest,  continue  its  efforts  to  bring  about 
the  creation  of  a separate  federal  Department  of  Health, 
whose  chief  officer  would  be  a physician  of  cabinet 
rank.” 

“HEW,  as  presently  structured,  is  unwieldy,  unman- 
ageable and  therefore  unresponsive  to  both  the  execu- 
tive and  legislative  branches,”  Ribicoff  said  in  a Sen- 
ate speech.  “No  secretary  can  know  what  is  going  on 
in  such  a huge  department,  much  less  maintain  con- 


trol of  the  operation  and  policy-making  apparatus  of 
such  a bureaucracy. 

“As  a former  secretary  of  HEW,  I am  convinced 
that  health  policy  can  be  more  rationally  developed  and 
the  health  programs  of  our  nation  better  handled  if 
they  are  placed  under  the  jurisdiction  of  one  agency  of 
manageable  size,  a department  of  health.” 

Ribicoff  pointed  out  that  HEW,  since  its  establish- 
ment in  1953,  has  “grown  into  a bureaucracy  of  108,- 
000  employees”  with  an  annual  budget  of  nearly  $79 
billion,  one-third  of  the  entire  federal  budget.  It  allo- 
cates $18  billion  of  the  $25  billion  the  government 
spends  each  year  on  health  programs  that  are  scattered 
among  23  other  agencies  as  well  as  HEW,  he  said. 

Ribicoff  Proposal 

His  proposal,  if  enacted,  would  transfer  all  health 
responsibilities  of  HEW — including  administration  of 
Medicare  and  Medicaid — to  the  new  department  im- 
mediately. The  President  would  be  authorized  to  trans- 
fer health-care  functions  of  other  agencies  to  the  de- 
partment within  180  days  of  enactment. 

The  Ribicoff  Bill  also  would  set  up  a 19-member 
National  Advisory  Commission  on  Health  Planning 
to  aid  in  establishment  of  the  department  and  to 
undertake  a two-year  study  leading  to  recommenda- 
tions for  a 10-year  national  health  policy. 


Eager  & Simpson 


SURGICAL  CORSETS 
ABDOMINAL  SUPPORTS 
UPLIFT  BRASSIERES 
BREAST  PROSTHESIS 


82  IVY  STREET,  N.E. 

ATLANTA,  GA.  30303  522-4972 

Professional  Fitters  since  1919 


DICKEY-MANGHAM  COMPANY 

Insuring  Georgians  Since  1886 
1335  First  National  Bank  Tower 
Atlanta,  Ga.  30303  Phone  521-1541 

Complete  Insurance  Service 
for 

Physicians  and  Surgeons 
Professional  Liability — Lite — Disability 
Keogh  Plans 

Low  St.  Paul  Liability  Rates 
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CLASSIFIED  ADVERTISING 


EK  4 Burdick  EKG  with  accessories.  Virtually 
new.  Contact  Mrs.  Scott  Tarplee,  125  Pali- 
sades Rd.,  N.E.,  Atlanta,  Georgia  30309. 


SENIOR  STAFF  PHYSICIAN — License  to  prac- 
tice medicine  in  Ga.  or  an  institutional  per- 
mit plus  2 yrs.  experience  as  staff  physician 
or  equivalent.  $18,150  to  $24,198  annually. 
Housing  furnished.  Location  Ga.  State  Pris- 
on, Reidsville.  Excellent  fringe  benefits  in- 
cluding retirement  program.  Contact  State 
Merit  System,  244  Washington  St.,  Atlanta, 
656-2724. 


EMERGENCY  SERVICE  PHYSICIAN — 450  bed 
general  hospital.  Southwest  Ga. ; active  emer- 
gency room  service;  contract  with  $35,000 
minimum,  plus  2 weeks  vacation;  must  have 
Ga.  license.  Contact  Administrator,  Phoebe 
Putney  Memorial  Hospital,  Albany,  Ga. 
31702;  (912)  436-5741. 


STATE  MEDICAL  DIRECTOR,  CORRECTIONS 
— License  to  practice  medicine  in  Ga.  plus  5 
yrs.  practice  inclutling  2 vrs.  preventive  med- 
icine. Salary  $24,198  to  $32,166  annually. 
Atlanta  location.  Excellent  fringe  benefits  in- 
cluding retirement  program.  Contact  State 
Merit  System,  244  Washington  St.,  Atlanta, 
656-2724. 


C/tesi 

HOSPITAL 

Hill  Cresf  foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896, 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
non-profit  hospital  for 
intensive  treatment  of 
nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  Indi- 
vidual patient  care  has  been 
the  theme  during  its  47  years 
of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR; 

James  K.  Ward,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL; 

Hill  Crest  is  fully  accredited  by  the  Joint 
Comrnission  on  Accreditation  of  Hospitals 
and  is  also  approved  for  Medicare  pa- 
tients. 


C»est 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 
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ASSOCIATION 


MAG  General  Session 
(First  Session) 

118th  Annual  Session  of  the  Medical  Association  of  Georgia 

Friday,  May  12,  1972 


The  First  General  Session  of  the  118th  An- 
nual Session  of  the  Medical  Association  of  Georgia 
was  called  to  order  by  President  W.  C.  Mitchell, 
M.D.,  Smyrna,  at  9:00  a.m.,  in  the  Ballroom,  Ma- 
con Hilton  Hotel,  Macon,  Georgia,  on  May  12,  1972. 

Dr.  Mitchell  welcomed  those  present,  and  brief- 
ly acknowledged  the  splendid  hospitality  being  ex- 
tended by  the  city  of  Macon  and  the  Bibb  County 
Medical  Society.  Dr.  Mitchell  then  called  on  the 
Reverend  John  E.  Richards,  Pastor  of  the  First 
Presbyterian  Church  of  Macon,  for  the  invocation. 

Dr.  Mitchell  then  asked  the  assembly  to  stand  for 
the  presentation  of  the  colors  by  the  Central  High 
School  ROTC  Color  Guard.  The  presentation  of  the 
colors  was  followed  by  the  singing  of  “God  Bless 
America”  by  Mrs.  John  Grenga,  accompanied  by 
Mr.  Putnam  Porter. 

President  Mitchell  then  recognized  Dr.  L.  E. 
Dickey,  President  of  the  Bibb  County  Medical  So- 
ciety, who  extended  words  of  welcome  to  the  MAG 
from  the  host  society.  Additional  words  of  greeting 
were  extended  by  the  Honorable  Ronnie  Thomp- 
son, Mayor,  city  of  Macon. 

Dr.  Mitchell  then  acknowledged  the  presence  of 
several  distinguished  guests  and  called  upon  each 
of  them  to  stand  and  be  recognized.  These  were: 
Russell  Roth,  M.D.,  Speaker,  AMA  House  of  Del- 
egates; Mrs.  John  Chenault,  member  of  the  AMP  AC 
Board  of  Directors;  Mr.  Armon  B.  Neel,  Jr.,  Presi- 
dent, Georgia  Pharmaceutical  Association;  and  Mr. 
Roger  Lane,  Executive  Director,  Georgia  Pharma- 
ceutical Association. 

President  Mitchell  then  introduced  Mrs.  Jean 
Holmes,  who  made  a slide  presentation  to  the  Gen- 
eral Session  highlighting  the  places  of  tourist  inter- 
est in  and  around  Macon. 


President  Mitchell  next  called  on  Dr.  F.  G.  El- 
dridge  to  escort  Mrs.  George  W.  Statham  of  Atlanta, 
president  of  the  Woman’s  Auxiliary  to  the  Medical 
Association  of  Georgia,  to  the  podium  for  the  pur- 
pose of  delivering  the  report  of  the  Auxiliary  to  the 
General  Session.  Mrs.  Statham’s  report  highlighted 
the  many  activities  of  the  Auxiliary  during  the  past 
year.  Mrs.  Statham  concluded  her  remarks  by  in- 
troducing Mrs.  G.  Prentiss  Lee,  Portland,  Oregon, 
president  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  Mrs.  Lee  extended  greetings 
from  the  Woman’s  Auxiliary  to  the  AMA. 

President  Mitchell  then  announced  two  special 
guests  who  would  be  extended  the  privilege  of  the 
floor  for  brief  remarks  to  the  General  Session.  He 
explained  that  MAG  had  followed  with  keen  inter- 
est the  growth  in  progress  of  the  two  Student  AMA 


Macon  Mayor,  the  Honorable  Ronnie  Thompson,  wel- 
comes the  MAG  to  his  city. 
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Chapters  in  Georgia,  and  was  accordingly  delighted 
to  extend  the  privileges  of  the  floor  to  them.  Dr. 
Mitchell  first  introduced  Mr.  Stan  Fineman,  presi- 
dent of  the  SAMA  Chapter  at  Emory  University. 
This  was  followed  by  an  introduction  of  Mr.  Charles 
Ogburn,  president  of  the  SAMA  Chapter  at  the 
Medical  College  of  Georgia  in  Augusta.  Both  Mr. 
Fineman  and  Mr.  Ogburn  delivered  brief  remarks  to 
the  General  Session  which  were  well  received  by 
the  Assembly. 

Dr.  Mitchell  then  called  on  President-Elect 
F.  William  Dowda  of  Atlanta  to  deliver  the  address 
of  the  Incoming  President  of  the  Association.  Dr. 
Dowda  responded  with  an  address  that  outlined 
many  of  the  programs  that  he  hopes  to  put  into  ef- 
fect during  his  year  as  President  of  the  Association. 
These  included:  improved  internal  communications 


and  more  sophisticated  and  coordinated  political- 
legislative  efforts. 

President  Mitchell  thanked  Dr.  Dowda  for  his 
thought-provoking  message.  He  then  made  several 
announcements  including  a reminder  that  the  an- 
nual Medical  Mile  would  be  run  at  this  year’s  An- 
nual Session  in  the  Central  City  Park.  He  also  re- 
minded those  present  to  purchase  their  annual  ban- 
quet tickets  and  their  tickets  for  the  first  MAG 
Prayer  Breakfast  to  be  held  on  Sunday  morning  at 
7:00  a.m. 

At  this  point  President  Mitchell  announced  that 
the  First  MAG  General  Session  would  be  recessed 
and  that  the  meeting  would  be  turned  over  to  Dr. 
Harrison  L.  Rogers,  of  Atlanta,  Speaker  of  the  MAG 
House  of  Delegates,  to  preside  at  the  First  Session 
of  the  MAG  House  of  Delegates  meeting. 


First  Session,  House  of  Delegates 

Friday,  May  12,  1972 


TThe  First  Session  of  the  House  of  Delegates  to 
the  Medical  Association  of  Georgia  was  called  to 
order  by  Speaker  Harrison  L.  Rogers,  Jr.,  M.D.,  At- 
lanta, at  10:10  a.m.,  in  the  Ballroom,  Macon  Hil- 
ton Hotel,  Macon,  Georgia,  in  conjunction  with  the 
118th  Annual  Session  of  the  Medical  Association  of 
Georgia.  The  Speaker  extended  greetings  to  all  of 
the  delegates  in  attendance  and  briefly  reviewed 
the  schedule  for  the  transactions  of  business  by  the 
House  of  Delegates  during  its  two  sessions — Friday, 
May  12  and  Sunday,  May  14,  1972. 

Speaker  Rogers  then  called  for  a report  of  the 
delegates  in  attendance.  Dr.  J.  M.  Byne,  Jr.,  of 
Waynesboro,  chairman  of  the  Credentials  Commit- 
tee of  the  House  reported  that  there  were  126  duly 
elected  delegates  present  representing  46  county 
medical  societies  and  accordingly  announced  that  a 
quorum  was  present. 

Attendance 

BALDWIN:  Samuel  M.  Goodrich  and  Pedro  L. 
Tamayo;  BARTOW:  Richard  A.  Griffin,  III;  BEN 
HILL-IRWIN:  Ralph  Roberts;  BIBB:  C.  G.  Magnan, 
A.  H.  S.  Weaver,  G.  C.  Schlottman,  Charlotte  Neu- 
berg,  Charles  Duggan,  J.  F.  Mendendez  and  A.  M. 
Phillips,  Jr.;  OGEECHEE  RIVER:  Charles  R.  Rich- 
ardson; BURKE;  J.  M.  Byne,  Jr.;  CARROLE- 


DOUGLAS-HARAESON:  Phil  C.  Astin  and  J.  Earrv 
Boss;  GEORGIA  MEDICAL  SOCIETY:  J.  Patrick  i 
Evans,  J.  Robert  Logan,  F.  M.  Johnston,  William  G.  ; 
Sutlive,  F.  Debele  Maner  and  John  Kirk  Train;  CHAT-  ■ 
TAHOOCHEE:  Rupert  H.  Bramblett;  CHEROKEE-  ■ 
PICKENS:  C.  J.  Roper;  CEAYTON-FAYETTE : 

Wells  Riley;  COBB:  Remer  Y.  Clark,  Charles  Rey,  , 
Steven  May,  James  H.  Manning,  Gary  Palmer,  F.  Nor- 
man Bowles  and  Luther  G.  Fortson;  COLQUITT:  , 
John  P.  Tucker;  COWETA:  W.  E.  Barron;  DEKALB:  : 
L.  C.  Buchanan,  Knox  Walker,  Jr.,  O.  Wytch  Stubbs, 
Jr.,  Robert  M.  Fine,  Roger  R.  Rowell,  William  J.  ; 
Rawls,  P.  E.  Christopher,  Timothy  Harden,  Jr.  and  ' 
Frank  E.  Morgan,  Jr.;  DOUGHERTY:  J.  Daniel  j 
Bateman  and  R.  D.  Waller;  EMANUEL:  Robert  J.  . 
Moye;  FLINT:  J.  T.  Christmas;  FLOYD-POLK-  ; 

CHATTOOGA:  John  F.  Atha  and  James  H.  Smith;  i 
EEBERT-FRANKLIN-HART:  McAlpin  H.  Arnold; 
MEDICAL  ASSOCIATION  OF  ATLANTA:  Robert 
E.  Wells,  Hugh  S.  Thompson,  J.  Frank  Walker.  Irving  ' 
L.  Greenberg,  L.  Newton  Turk,  III,  John  S.  Atwater. 
Harrison  L.  Rogers.  Jr.,  Charles  E.  Todd,  Spencer  S. 
Brewer,  Jr.,  F.  William  Dowda,  Joseph  E.  Girardeau. 
Keith  Quarterman,  Louis  Felder,  J.  Rhodes  Haverty. 
William  W.  Moore,  Armand  E.  Hendee,  Don  F.  Cath- 
cart,  Allan  Bleich,  Fee  R.  Shelton,  W.  Daniel  Jordan. 
Brown  W.  Dennis,  John  K.  Schellack,  James  A.  Kauf- 
mann,  Bob  G.  Lanier  and  C.  R.  Moorhead:  GLYNN:  : 
William  J.  Smith,  M.  A.  Glucksman  and  Benjamin  T. 
Galloway,  Jr.;  HABERSHAM:  Thomas  N.  Lumsden: 
HALE:  C.  W.  Whitworth.  Billy  S.  Hardman  and 
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Harvey  M.  Newman;  PEACH  BELT:  H.  E.  Weems; 
JACKSON-BANKS:  E.  W.  Holloway;  LAURENS: 
W.  M.  Watkins;  McDUEEIE:  Thomas  E.  Averitt; 
MUSCOGEE:  Jack  Lawler,  T.  Jack  McGee,  Jack  Hirch, 
Bruce  C.  Newsom,  Luther  J.  Smith  and  B.  Robinson 
Maughon;  OCONEE  VALLEY:  C.  H.  Dickens;  OC- 
MULGEE:  William  E.  Coleman;  RANDOLPH-STEW- 
ART-TERRELL:  John  Bates;  RICHMOND:  Menard 
Ihnen,  Henry  D.  Scoggins,  J.  K.  McDonald,  Stuart 
H.  Prather,  Jr.,  Cecil  A.  White,  Jr.,  Ronald  F.  Gallo- 
way, P.  D.  Ellington,  James  L.  Becton,  Luther  M. 
Thomas,  Jr.,  William  E.  Barfield  and  George  R.  Mush- 
et;  SOUTH  GEORGIA:  Charles  Hodges  and  Dewey 
Barton;  SPALDING:  James  Skinner  and  Alex  P. 
Jones;  STEPHENS:  Peter  Lampros;  TIFT:  Mikell  B. 
Karsten;  TROUP:  H.  Hilt  Hammett  and  William  B. 
Fackler;  WALKER-CATOOSA-DADE:  M.  K.  Cure- 
ton  and  Ted  Cash;  UPSON:  T.  A.  Sappington;  WAL- 
TON: Alexander  W.  Ashford;  WARE:  S.  William 
Clark  and  F.  E.  Davis;  WAYNE:  Ollie  O.  Mc- 
Gahee,  Jr.;  WHITFIELD:  E.  T.  McGhee  and  James 
J.  Oosterhoudt;  WILKES:  M.  C.  Adair;  WORTH: 
H.  G.  Davis;  SAMA  DELEGATES:  Stan  Fineman, 
Emory  University  and  Charles  Ogburn,  Medical  Col- 
lege of  Georgia. 

Dr.  Rogers  thanked  the  Chairman  of  the  Com- 
mittee on  Credentials  and  announced  that  the  busi- 
ness of  the  House  could  proceed.  He  requested  that 
only  Delegates  sit  in  the  area  reserved  for  MAG 
Delegates  only,  since  the  privilege  of  the  floor  was 
limited  to  members  and  ex-officio  members  of  the 
House  of  Delegates  and  that  voting  must,  of  neces- 
sity, be  limited  to  duly  elected  Delegates  identified 
by  their  special  Delegates  ribbon  badges. 

Dr.  Rogers  then  introduced  the  Vice  Speaker  of 
the  House  of  Delegates,  Dr.  Preston  D.  Ellington, 
of  Augusta.  The  Speaker  then  fully  explained  the 
methods  of  consideration  of  business  to  be  brought 
before  the  House  of  Delegates. 

Speaker  Rogers  then  announced  the  appointment 
of  the  House  of  Delegates’  Credentials  Committee 
and  the  appointment  of  the  House  of  Delegates’ 
Tellers  Committee  as  follows: 

CREDENTIALS  COMMITTEE:  J.  M.  Byne,  Jr., 
Waynesboro,  Chairman;  Luther  J.  Smith,  Columbus 
and  Cecil  A.  White,  Augusta. 

TELLERS  COMMITTEE:  Noah  Meadows,  Mariet- 
ta, Chairman;  John  P.  Tucker,  Moultrie  and  Stuart 
H.  Prather,  Augusta. 

The  Speaker  then  appointed  the  following  House 
of  Delegates  Reference  Committees : 

REFERENCE  COMMITTEE  A:  Ralph  Roberts, 
Fitzgerald,  Chairman;  A.  H.  S.  Weaver,  Macon,  Vice 
Chairman;  Edwin  C.  Shepherd,  Savannah;  Richard  L. 
Benson,  Douglas;  J.  Gary  Palmer,  Marietta  and 
Spencer  S.  Brewer,  Jr.,  Atlanta. 

REFERENCE  COMMITTEE  B:  L.  Newton  Turk, 
Atlanta,  Chairman;  O.  Wytch  Stubbs,  Jr.,  Chamblee, 
Vice  Chairman;  Richard  J.  Turner,  Clayton;  Luther 
M.  Thomas,  Jr.,  Augusta;  James  H.  Smith,  Rome  and 
E.  W.  Holloway,  Commerce. 


REFERENCE  COMMITTEE  C:  C.  W.  Whitworth, 
Gainesville,  Chairman;  Robert  W.  Oliver,  Jr.,  Dublin, 
Vice  Chairman;  F.  M.  Johnston,  Savannah;  B.  Robin- 
son Maughon,  Columbus;  Mikell  B.  Karsten,  Tifton 
and  Robert  E.  Wells,  Atlanta. 

REFERENCE  COMMITTEE  D:  W.  E.  Barron, 
Newnan,  Chairman;  Samuel  M.  Goodrich,  Milledge- 
ville.  Vice  Chairman;  Armand  E.  Hendee,  Atlanta; 
Peter  Lampros,  Toccoa,  C.  D.  Hollis,  Jr.,  Albany 
and  Jack  Lawler,  Columbus. 

REFERENCE  COMMITTEE  F:  John  S.  Atwater, 
Atlanta,  Chairman;  T.  A.  Sappington,  Thomaston, 
Vice  Chairman;  Charlotte  Neuberg,  Macon;  James  H. 
Manning,  Marietta  and  Roger  R.  Rowell,  Decatur. 

To  expedite  the  adoption  of  the  minutes  of  the 
1971  Sessions  of  the  House  of  Delegates  held  in 
conjunction  with  the  117th  Annual  Session  of  the 
Medical  Association  of  Georgia,  convened  on  May 
13-15,  1971,  at  the  Marriott  Motor  Hotel,  in  Atlan- 
ta, the  Chair  entertained  a motion  that  the  minutes, 
as  published  in  the  June,  1971,  issue  of  the  Journal 
of  the  Medical  Association  of  Georgia,  be  ap- 
proved. On  motion  duly  made  and  seconded,  it  was 
voted  that  these  minutes  be  approved  as  published. 

Speaker  Rogers  then  recognized  two  distin- 
guished guests  present:  Dr.  Russell  Roth,  Speaker 
of  the  AMA  House  of  Delegates  and  Dr.  Thomas 
B.  Goodwin,  Augusta,  the  First  Speaker  of  the 
MAG  House  of  Delegates. 

Nominations 

Speaker  Rogers  then  called  on  the  House  to  pro- 
ceed with  the  nominations  of  officers,  AMA  Dele- 
gates and  Alternates  and  requested  that  nominating 
speeches  be  limited  to  a maximum  of  two  minutes 
and  seconding  speeches  be  limited  to  a maximum 
of  one  minute  each.  The  Speaker  then  asked  for 
nominations  for  the  office  of  MAG  President-Elect 
and  the  following  nomination  was  made: 

PRESIDENT-ELECT:  Charles  E.  Bohler,  Brook- 
let nominated  by  Leon  Curry,  Statesboro,  Ogee- 
chee  River  Medical  Society;  Dr.  Bohler’s  candidacy 
seconded  by  F.  G.  Eldridge,  Valdosta,  Braswell  E. 
Collins,  Macon  and  John  Kirk  Train,  Savannah. 

There  being  no  further  nominations  for  the  office 
of  President-Elect  on  motion  duly  made  and  sec- 
onded, the  nominations  were  closed. 

The  Speaker  then  reminded  the  Delegates  that 
the  Second  Vice  President  automatically  accedes  to 
the  office  of  First  Vice  President,  thereby  obviating 
the  need  to  nominate  a First  Vice  President.  Speak- 
er Rogers  announced  that  the  First  Vice  President 
for  1972-73  would  be  Dr.  Braswell  E.  Collins  of 
Macon. 

SECOND  VICE  PRESIDENT:  Virgle  W.  Mc- 
Ever,  Warner  Robins,  was  nominated  for  the  office 
of  MAG  Second  Vice  President  by  George  Green, 
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Oconee  Valley  Medical  Society;  seconded  by 
Charles  Todd,  Atlanta. 

H.  Hilt  Hammett,  LaGrange,  was  nominated  by 
J.  W.  Chambers,  Troup  County  Medical  Society 
and  seconded  by  Ronald  Galloway,  Augusta,  and 
T.  A.  Sappington,  Thomaston. 

SECRETARY : Earnest  C.  Atkins,  Decatur,  was 
nominated  by  L.  C.  Buchanan,  DeKalb  County 
Medical  Society,  and  seconded  by  Braswell  E.  Col- 
lins, Macon;  Stuart  Prather,  Augusta;  Earl  McGhee, 
Dalton;  and  James  A.  Kaufmann,  Atlanta. 

There  being  no  other  nominations  for  the  office 
of  MAG  Secretary,  on  motion  duly  made  and  sec- 
onded, the  nominations  were  closed. 

Speaker  Rogers  announced  that  the  House  of 
Delegates  would  have  an  opportunity  to  vote  on 
Sunday  on  a constitutional  amendment  authorizing 
the  election  of  the  Treasurer  and  in  anticipation 
that  the  House  would  adopt  such  an  amendment, 
he  called  for  nominations  for  the  office  of  MAG 
Treasurer.  He  reminded  the  members  of  the  House 
that  should  they  fail  to  adopt  the  constitutional 
amendment  on  Sunday,  he  would  simply  declare 
nominations  for  this  post  to  be  out  of  order. 

TREASURER:  Carson  B.  Burgstiner,  Savannah, 
was  nominated  for  the  office  of  Treasurer  by  John 
Kirk  Train,  Savannah,  and  seconded  by  John  S. 
Atwater,  Atlanta;  Preston  D.  Ellington,  Augusta; 
Walter  E.  Brown,  Savannah,  T.  A.  Sappington, 
Thomaston  and  J.  Frank  Walker,  Atlanta. 

There  being  no  other  nominations  for  the  office 
of  Treasurer,  on  motion  duly  made  and  seconded 
the  nominations  were  closed. 

At  this  point.  Vice  Speaker  Preston  D.  Ellington 
was  recognized  for  the  purpose  of  addressing  the 
House.  Dr.  Ellington  offered  his  resignation  as 
Vice  Speaker  of  the  MAG  House  of  Delegates,  cit- 
ing that  the  press  of  the  many  jobs  he  was  at- 
tempting to  perform  for  MAG  made  this  move  nec- 
essary. The  Speaker  then  called  for  nominations  of 
the  office  of  MAG  Vice  Speaker  and  the  following 
were  received: 

VICE  SPEAKER:  J.  Rhodes  Haverty,  Atlanta, 
was  nominated  by  Dr.  J.  Frank  Walker,  Atlanta, 
and  seconded  by  Preston  D.  Ellington,  Augusta. 

There  being  no  other  nominations  for  the  office 
of  Vice  Speaker,  on  motion  duly  made  and  second- 
ed, the  nominations  were  closed. 

Speaker  Rogers  then  quoted  from  Chapter  V, 
Section  II,  of  the  Bylaws,  which  authorize  the  elec- 
tion of  Councilors  and  Vice  Councilors  from  dis- 
trict societies  and  component  county  medical  so- 
cieties. He  observed  that  the  following  district  med- 
ical societies  and  county  medical  societies  had  com- 
plied with  the  terms  of  the  Bylaws  and  had  elect- 
ed the  following  Councilors  and  Vice  Councilors : 


Second  District  Vice  Councilor — Frank  R.  Miller, 
Thomasville,  1973  (to  fill  the  unexpired  term  of  Don- 
ald J.  McKenzie) 

Sixth  District  Councilor — ^W.  E.  Barron,  Newnan, 
1974 

Sixth  District  Vice  Councilor — Norman  P.  Gardner, 
Thomaston,  1974 

Ninth  District  Councilor — Paul  T.  Scoggins,  Com- 
merce, 1975 

Ninth  District  Vice  Councilor — Robert  S.  Tether, 
Gainesville,  1975 

Tenth  District  Councilor — Edwin  W.  Allen,  Jr., 
Milledgeville,  1975 

Tenth  District  Vice  Councilor — M.  A.  Hubert,  Ath- 
ens, 1975 

Cobb  County  Medical  Society  Councilor — Remer  Y. 
Clark,  Jr.,  Marietta,  1975 

Cobb  County  Medical  Society  Vice  Councilor — 
Charles  R.  Underwood,  Marietta,  1975 

DeKalb  County  Medical  Society  Councilor — L.  C. 
Buchanan,  Decatur,  1975 

DeKalb  County  Medical  Society  Vice  Councilor — 
Luther  M.  Vinton,  Jr.,  Avondale  Estates,  1975 

Medical  Association  of  Atlanta  Councilor — Fleming 
L.  Jolley,  Atlanta,  1975 

Medical  Association  of  Atlanta  Vice  Councilor — 
Thomas  J.  Anderson,  Atlanta,  1975 

Richmond  County  Medical  Society  Councilor — 
Ronald  F.  Galloway,  Augusta,  1975 

Richmond  County  Medical  Society  Vice  Councilor 
— Henry  D.  Scoggins,  Augusta,  1975 

AMA  Delegates 

Speaker  Rogers  then  called  for  nominations  for 
MAG  Delegates  to  the  American  Medical  Associa- 
tion. He  reminded  the  assembly  that  all  incumbents 
will  serve  until  December  31,  1972  at  which  time 
the  new  terms  of  office  will  begin  for  the  candi- 
dates elected  at  this  meeting. 

AMA  Delegate — for  the  office  held  by  J.  Frank 
Walker,  of  Atlanta,  the  term  beginning  January  1, 
1973  and  expiring  December  31,  1974 — J.  Frank 
Walker,  Atlanta,  was  nominated  by  Luther  H. 
Wolff,  Columbus;  seconded  by  J.  Rhodes  Haverty, 
Atlanta. 

There  being  no  further  nominations  on  motion 
duly  made  and  seconded,  it  was  voted  to  close  the 
nominations. 

AMA  Delegate — for  the  office  held  by  Preston 
D.  Ellington,  of  Augusta  with  the  term  beginning 
January  1,  1973  and  expiring  December  31,  1974 
— Preston  D.  Ellington,  Augusta,  was  nominated 
by  Stuart  Prather,  Augusta;  seconded  by  R.  J.  Moye, 
Swainsboro,  Cecil  White,  Augusta,  F.  W.  Dowda. 
Atlanta,  and  Ronald  Galloway,  Augusta. 

There  being  no  further  nominations,  on  motion 
duly  made  and  seconded,  it  was  voted  to  close  the 
nominations. 

AMA  Alternate  Delegate — for  the  office  held  by 
J.  Daniel  Bateman,  Albany,  with  the  term  beginning 
January  1,  1973  and  expiring  December  31,  1974 
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— J.  Daniel  Bateman,  Albany,  was  nominated  by 
Robert  Waller,  Albany;  seconded  by  J.  Frank  Walk- 
er, Atlanta,  Gordon  Davis,  Sylvester;  and  James  A. 
Kaufmann,  Atlanta. 

There  being  no  further  nominations,  on  motion 
duly  made  and  seconded,  it  was  voted  to  close  the 
nominations. 

AMA  Alternate  Delegate — for  the  office  held  by 
F.  William  Dowda,  Atlanta,  with  the  term  begin- 
ning January  1,  1973  and  expiring  December  31, 
1974 — F.  William  Dowda,  Atlanta,  was  nominated 
by  Robert  E.  Wells,  Atlanta;  seconded  by  Braswell 
E.  Collins,  Macon;  John  S.  Atwater,  Atlanta;  Me- 
nard Ihnen,  Augusta;  Ronald  F.  Galloway,  Augus- 
ta; Remer  Y.  Clark,  Marietta  and  David  A.  Wells, 
Dalton. 

There  being  no  further  nominations,  on  motion 
duly  made  and  seconded,  it  was  voted  to  close  the 
nominations. 

Speaker  Rogers  then  announced  that  the  elec- 
tions of  officers  would  take  place  at  the  Second  Ses- 
sion of  the  House  of  Delegates  to  be  convened  on 
Sunday,  May  14. 

Family  Physician  of  the  Year  Award 

The  Speaker  recalled  an  action  of  the  House  of 
Delegates  of  1970  which  provided  that  the  selec- 
tion of  the  recipient  of  Family  Physician  of  the 
Year  Award  would  be  made  by  the  Georgia  Acad- 
emy of  Family  Physicians.  Accordingly,  he  called 
upon  Dr.  George  Mixon,  President  of  the  Georgia 
Academy  of  Family  Physicians,  to  make  the  presen- 
tation of  the  Family  Physician  of  the  Year  Award. 

Dr.  Mixon  stated  that  the  Board  of  Directors  of 
the  Georgia  Academy  of  Family  Physicians  had  se- 
lected as  its  1972  recipient,  Dr.  Thomas  N.  Lums- 
den  of  Clarkes ville. 

Annual  Report 

Speaker  Rogers  then  called  for  the  Annual  Re- 
ports of  Officers,  Council,  Councilors,  Vice  Coun- 
cilors, AMA  Delegates,  Association  Committees  and 
other  reports  to  be  introduced  at  this  Session,  which 
are  listed  below  with  the  appropriate  Reference 
Committee  indicated  for  those  reports  which  were 
referred.  He  observed  that  the  full  report,  the  ac- 
tion of  the  appropriate  Reference  Committee  in- 
dicated and  the  House  of  Delegates  action  on  each 
is  listed  under  the  proceedings  of  the  Second  Ses- 
sion of  the  House  of  Delegates  on  those  reports  and 
resolutions  which  were  referred  to  Reference  Com- 
mittees. (See  pages  206  to  246.) 

OFFICERS 

President — Reference  Committee  D 

President-Elect — Reference  Committee  C 

First  Vice  President — Reference  Committee  B 


Dr.  Thomas  N.  Lumsden,  recipient  of  the  1972  Family 
Physician  of  the  Year  Award,  is  congratulated  hy  Mi’s. 
Lumsden. 


Second  Vice  President — Reference  Committee  D 
Secretary — Reference  Committee  D 
Treasurer — Reference  Committee  F 
Speaker  of  the  House — Reference  Committee  C 
Vice  Speaker  of  the  House — Not  Referred 

COUNCILORS  AND  VICE  COUNCILORS 

Chairman  of  Council — Not  Referred 
First  District  Councilor — Not  Referred 
Second  District  Councilor — Not  Referred 
Third  District  Councilor — Not  Referred 
Sixth  District  Councilor — Not  Referred 
Seventh  District  Councilor — Not  Referred 
Eighth  District  Councilor — Not  Referred 
Ninth  District  Councilor — Not  Referred 
Tenth  District  Councilor — Not  Referred 
Bibb  County  Medical  Society  Councilor — Not  Re- 
ferred 

Cobb  County  Medical  Society  Councilors — Not  Re- 
ferred 

DeKalb  County  Medical  Society  Councilor — Not 
Referred 

Medical  Association  of  Atlanta  Councilors — Refer- 
ence Committee  C 

Muscogee  County  Medical  Society  Councilor — ^Not 
Referred 

Richmond  County  Medical  Society  Councilor — Not 
Referred 

ASSOCIATION  COMMITTEES 

Annual  Session — Not  Referred 
Constitution  and  Bylaws — Reference  Committee  B 
Finance  (1972-73  Budget) — Reference  Committee 
F 

Professional  Conduct  and  Medical  Ethics — Refer- 
ence Committee  A 

Emergency  Medical  Services — Reference  Committee 
D 

Woman’s  Auxiliary  Advisory — Reference  Committee 
F 
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Building  Expansion — Not  Referred 
Cancer — Reference  Committee  D 
Communications— Reference  Committee  D 
Education — Reference  Committee  C 
Insurance  and  Economics — Not  Referred 
Legislation  (National) — Reference  Committee  B 
Legislation  (State) — Reference  Committee  B 
Maternal  and  Infant  Welfare — -Reference  Commit- 
tee A 

Medicine  and  Religion — Not  Referred 
Mental  Health — Not  Referred  (Pursuant  to  a later 
action  of  the  House,  the  report  on  Mental  Health  was 
referred  to  Reference  Committee  A) 

Occupational  Health — Not  Referred 
Peer  Review — Not  Referred 

Physician-Lawyer  Liaison — Reference  Committee  A 
Private  Practice — Reference  Committee  A 
Quackery — Reference  Committee  A 
Rural  Health — Reference  Committee  D 
School  Child  Health — Reference  Committee  D 

SPECIAL  REPORTS 

Report  of  the  Journal — Not  Referred 
Woman’s  Auxiliary  to  the  Medical  Association  of 
Georgia — Reference  Committee  F 

Georgia  Regional  Medical  Program  (Coordinator) 
— Not  Referred 

Georgia  Regional  Medical  Program  (Director) — 
Not  Referred 

Georgia  Medical  Care  Foundation — Reference  Com- 
mittee C 

Speaker  Rogers  called  attention  to  the  reports 
which  were  shown  above  as  “Not  Referred”  and  then 
recognized  President  W.  C.  Mitchell  for  the  pur- 
pose of  making  a motion  regarding  these  non-re- 
f erred  reports. 

President  Mitchell  moved  that  the  First  Session 
of  the  House  of  Delegates  adopt  with  commenda- 
tion all  reports  not  specifically  referred.  Discussion 
ensued  concerning  the  propriety  of  adopting  reports 
that  had  not  been  reviewed  by  Reference  Committees. 
Speaker  Rogers  then  recognized  Delegate  Menard 
Ihnen,  Richmond  County  Medical  Society,  who  of- 
fered a substitute  motion  that  these  reports  not  re- 
ferred be  filed  for  information  at  MAG  Headquar- 
ters and  that  the  report  of  the  AMA  Delegation  and 
the  Committee  on  Mental  Health  be  referred  to  a 
Reference  Committee  for  further  consideration. 
This  substitute  motion  was  adopted  and  the  two  re- 
ports were  referred  to  Reference  Committee  A. 

The  Speaker  then  announced  that  all  reports  not 
referred  to  committee  would  be  filed  for  informa- 
tion. They  are  as  follows: 

Vice  Speaker 

Preston  D.  Ellington,  M.D. 

I am  most  appreciative  for  the  opportunity  to  serve 
you  in  the  House  of  Delegates  as  Vice  Speaker. 

Your  Speaker  and  I have  made  many  innovations 
and  improvisations  which  we  believe  have  facilitated 


and  streamlined  the  functions  of  this  House  of  Dele- 
gates. 

As  your  Vice  Speaker,  I have  no  recommendations 
at  this  time. 

Chairman  of  Council 

Charles  E.  Bohler,  M.D. 

The  following  is  only  a brief  resume  of  some  of  the 
more  important  actions  taken  by  Council  during  the 
past  year.  More  detailed  information  can  be  obtained 
from  the  minutes  printed  in  the  Journal. 

The  Council  maintained  its  surveillance  and  super- 
vision of  the  Georgia  Medical  Care  Foundation  during 
the  year  and  voted  at  the  May  12th  meeting  to  spe- 
cifically exempt  Dr.  Rhodes  Haverty  from  the  provision 
in  the  Foundation  Bylaws  that  trustees  must  be  in  the 
full-time  practice  of  medicine.  At  the  same  time,  they 
approved  a statement  of  a Board  of  Health  committee 
regarding  a contract  for  GMCF  processing  of  Med- 
icaid claims  and  referred  it  to  the  House  of  Delegates. 
(The  House  subsequently  approved  the  Foundation  re- 
viewing Medicaid  claims  for  the  Board  of  Health.) 

The  Georgia  Medical  Political  Action  Committee 
(GaMPAC)  is  also  supervised  by  the  Council  and 
the  19  members  of  the  GaMPAC  Board  and  the  Execu- 
tive Committee  of  GaMPAC  were  appointed  at  the 
May  meeting  of  Council. 

The  Council  for  a long  time  has  been  interested  in 
the  Headquarters  Building  expansion  program  and 
delegated  to  the  Executive  Committee  authority  to 
order  the  feasibility  study. 

Foremost  in  Council’s  considerations  has  been 
guidance  to  the  Committee  on  Constitution  and  By- 
laws. The  Council  voted  to  allow  the  introduction  to 
the  House  of  Delegates  language  amending  the  Con- 
stitution and  Bylaws  to  provide  for  an  elected  Trea- 
surer. This  will  be  accomplished  this  year.  The  possi- 
bility of  changing  the  name  of  Council  to  the  Board 
of  Trustees  is  under  consideration  and  the  designation 
of  MAG  Past  Presidents  as  honorary  members  of 
Council  is  also  being  considered.  The  Committee  on 
Constitution  and  Bylaws  is  drafting  the  necessary 
changes  for  House  of  Delegates  consideration. 

It  was  Council  that  approved  the  project  of  mailing 
cassette  taped  messages  to  county  medical  societies 
providing  this  additional  means  of  communication  with 
our  members. 

As  you  know,  it  was  Council  who  first  heard  of  the 
Governor's  reorganization  study  by  having  representa- 
tives of  the  Governor’s  office  appear  at  the  September 
meeting.  Council,  along  with  other  facets  of  MAG, 
has  steadfastly  held  to  its  original  position,  support- 
ing the  present  State  Board  of  Health  structure  and 
opposing  the  separation  of  the  Department  of  Mental 
Health  from  the  Department  of  Health.  It  was  Coun- 
cil that  determined  that  an  active  public  relations  cam- 
paign should  be  undertaken  by  the  Legislative  Com- 
mittee to  support  their  position. 

In  addition  to  the  above  matters,  Council  has  ex- 
pressed itself  as  the  opinion-making,  governing  body 
of  MAG  on  many  occasions.  Among  these  are:  super- 
vision of  MAG's  financial  matters  and  sometimes  nec- 
essary authorization  of  expenditures  beyond  the  ap- 
proved budget;  maintenance  supervision  over  the  or- 
ganization and  Bylaws  of  county  medical  societies;  a 
review  of  the  laboratory  licensing  law  and  recom- 
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mended  amendments;  the  determination  to  oppose  or 
support  various  legislative  matters  such  as  physicians’ 
assistants,  HMO’s  and  abortions. 

Perhaps  most  significant  of  Council’s  recommenda- 
tions this  year  should  be  the  vote  taken  on  December 
11  to  instruct  the  Committee  on  Constitution  and  By- 
laws to  re-submit  to  the  MAG  House  of  Delegates  in 
1972  language  which  would  allow  doctors  of  osteopa- 
thy to  become  MAG  members. 

This  concludes  my  third  year  as  Chairman  of  Coun- 
cil. I wish  to  take  this  opportunity  to  thank  the  mem- 
bers of  Council  for  their  indulgence  and  patience.  The 
members  of  Council  are  most  dedicated  and  consci- 
entious. 

I also  wish  to  commend  and  thank  the  MAG  Head- 
quarters staff  for  their  cooperation  and  hard  work. 
MAG  is  most  fortunate  to  have  people  of  their  caliber 
and  dedication  attending  to  our  affairs. 

First  District  Councilor 

Charles  E.  Bohler,  M.D. 

As  Councilor  for  the  First  District,  I have  attended 
all  meetings  of  Council  during  the  past  year.  I have 
attempted  to  keep  the  component  Medical  Societies  of 
my  District  acquainted  with  pertinent  Council  ac- 
tions. 

The  First  District  Medical  Society  Meeting  will  be 
in  April  and  will  be  held  at  the  Holiday  Inn  in  States- 
boro. 

FIRST  DISTRICT  MEMBERSHIP 


Members  Members 

December  31,  1970  December  31,  1971 


Counties  and  Secretaries 

MAG 

AMA 

Dues 

Paying 

Only 

MAG 

AMA 

Dues 

Paying 

Only 

Ogeechee  River 
William  F.  Kent 
Statesboro 

19 

17 

21 

19 

Burke 

Charles  G.  Green 
Waynesboro 

7 

5 

7 

4 

Emanuel 
H.  R.  Frost 
Swainsboro  

6 

5 

6 

5 

Laurens 

Grady  E.  Longino 
Dublin 

41 

22 

40 

23 

Screven 

William  G.  Simmons 
Sylvania 

5 

5 

5 

5 

Southeast  Georgia 
Travis  Nobles 
Vidalia 

18 

13 

17 

11 

96 

67 

96 

67 

Second  District  Councilor 

J.  Daniel  Bateman,  M.D. 

SECOND  DISTRICT  MEMBERSHIP 

Members  Members 

December  31,  1970  December  31,  1971 
AMA  AMA 

Dues  Dues 

Paying  Paying 

Counties  and  Secretaries  MAG  Only  MAG  Only 

Colquitt 

R.  M.  Joiner 

Moultrie  16  13  17  15 


Decatur-Seminole 
M.  A.  Ehrlich 


Bainbridge 

Dougherty 

L.  T.  Crimmins 

17 

8 

16 

8 

Albany  

Mitchell 

A.  A.  McNeill,  Jr. 

61 

49 

72 

59 

Camilla  

Southwest  Georgia 
David  Weatherby 

5 

5 

5 

5 

Fort  Gaines 
Thomas-Brooks-Grady 
Thomas  F.  Lear 

12 

11 

12 

9 

Thomasville 

Tift 

J.  M.  Turner 

55 

47 

57 

48 

Tifton 

Worth 

Robert  T.  Morgan 

20 

16 

19 

14 

Sylvester  

5 

5 

5 

5 

191 

154 

203 

163 

Third  District  Councilor 

J.  T.  Christmas,  M.D. 
THIRD  DISTRICT  MEMBERSHIP 


Members  Members 

December  31, 1970  December  31, 1971 


Counties  and  Secretaries 

MAG 

AMA 

Dues 

Paying 

Only 

MAG 

AMA 

Dues 

Paying 

Only 

Flint 

Robert  Barr 
Cordele  

16 

14 

15 

14 

Peach  Belt 

B.  Lamar  Pilcher 
Warner  Robins 

36 

34 

40 

37 

Randolph-Stewart-T  errell 
Earl  A.  Mayo 
Richland  12 

11 

11 

11 

Sumter 

William  R.  Anderson 
Americus  

31 

26 

30 

21 

95 

85 

96 

83 

Sixth  District  Councilor 

Norman  P.  Gardner,  M.D. 
SIXTH  DISTRICT  MEMBERSHIP 


Counties  and  Secretaries 

Members 
December  31,  1970 
AMA 
Dues 
Paying 

MAG  Only 

Members 
December  31,  1971 
AMA 
Dues 
Paying 

MAG  Only 

Clayton-Fayette 
F.  A.  Sams,  Jr. 

Fayetteville  

Coweta 

11 

10 

12 

11 

J.  J.  Thomasson,  Jr. 
Newnan  

20 

14 

21 

17 

Meriwether-Harris 

William  Chambliss 
Hamilton 

15 

13 

15 

13 

Spalding 

William  V.  Smith 

Griffin  

47 

44 

47 

38 
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Troup 

Steven  Byars 


LaGrange  

Upson 

A.  M.  Holloway 

39 

33 

36 

28 

Thomaston  

19 

15 

19 

15 

151 

129 

150 

122 

Seventh  District  Councilor 

David  A.  Wells,  M.D. 
SEVENTH  DISTRICT  MEMBERSHIP 


Members  Members 

December  31,  1970  December  31,  1971 


AMA 

Dues 

AMA 

Dues 

Paying 

Paying 

Counties  and  Secretaries 

MAG 

Only 

MAG 

Only 

Bartow 

Virginia  Hamilton 
Marietta  

10 

6 

11 

6 

Carroll-Douglas-Haralson 

J.  E.  Parrish 
Carrollton  

37 

35 

40 

37 

Floyd 

John  R.  Lovvorn 
Rome 

87 

76 

93 

70 

Gordon 

Byron  Steele 
Fairmount  

9 

8 

10 

9 

* Polk 

Raymond  F.  Spanjer 
Cedartown 

13 

11 

Walker-Catoosa-Dade 

Richard  Cureton 
Ft.  Oglethorpe 

37 

24 

37 

21 

Whitfield 

Paul  L.  Bradley 
Dalton  

40 

32 

51 

41 

233 

192 

242 

184 

* Polk  merged  with  Floyd 

Eighth  District  Councilor 


Robert  E.  Perry,  M.D. 


EIGHTH  DISTRICT  MEMBERSHIP 

Members  Members 

December  31,  1970  December  31,  1971 
AMA  AMA 

Dues  Dues 

Paying  Paying 

Counties  and  Secretaries 

Altamaha 

Chester  B.  Kanavage 

MAG 

Only 

MAG 

Only 

Baxley  

Ben  Hill-Irwin 
Morgan  Smith 

6 

6 

6 

6 

Fitzgerald  

Coffee 

William  R.  Wills,  Jr. 

8 

8 

8 

8 

Douglas  

Camden-Charlton 
H.  H.  Robinson 

9 

7 

9 

6 

Kingsland  

Glynn 

William  F.  Austin 

9 

5 

9 

5 

Brunswick  

49 

43 

53 

46 

Ocmulgee 

William  J.  Briggs 


Milan 

16 

14 

17 

14 

South  Georgia 
James  W.  Mathis 
Valdosta  

59 

45 

66 

51 

Telfair 

D.  B.  McRae 
McRae 

5 

4 

5 

4 

Ware 

L.  C.  Durrence 
Blackshear  

. 41 

37 

46 

41 

Wayne 

Ollie  0.  McGahee, 
Jesup  

Jr. 

13 

9 

14 

8 

215 

178 

233 

189 

Ninth  District  Councilor 

Paul  T.  Scoggins,  M.D. 
NINTH  DISTRICT  MEMBERSHIP 


Members 

Members 

December  31,  1970 
AMA 
Dues 
Paying 

December  31,  1971 
AMA 
Dues 
Paying 

Counties  and  Secretaries 

Barrow 

C.  B.  Skelton 

MAG 

Only 

MAG 

Only 

Winder  

Blue  Ridge 

H.  E.  Mitzelfelt 

9 

8 

8 

6 

Blue  Ridge 
Chattahoochee 

Rupert  H.  Bramblett 

6 

5 

5 

4 

Cumming 

Cherokee-Pickens 
L.  Austin  Flint 

21 

16 

24 

19 

Canton 

Elbert-Franklin-Hart 
Jack  Hanks 

14 

14 

14 

14 

Elberton  

18 

12 

17 

8 

Past  Presidents  of  MAG,  Walter  E.  Brown,  M.D.  and  J.  G. 
McDaniel,  M.D.,  pause  to  pose. 
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Habersham 
F.  O.  Garrison 
Demorest 

15 

11 

10 

6 

Hall 

Hamil  Murray 
Gainesville  

64 

61 

67 

62 

Jackson-Banks 
S.  A.  Vickery 
Commerce 

9 

7 

10 

7 

Rabun 

John  T.  Crenshaw 

Clayton  

Stephens 

C.  D.  Gilbert 
Toccoa  

23 

20 

5 

22 

5 

19 

179 

154 

182 

150 

Tenth  District  Councilor 

Edwin  W.  Allen,  Jr.,  M.D. 

TENTH  DISTRICT  MEMBERSHIP 

Members  Members 

December  31, 1970  December  31,  1971 
AMA  AMA 

Dues  Dues 

Paying  Paying 


Counties  and  Secretaries 

Baldwin 

David  Cardoso 

MAG 

Only 

MAG 

Only 

Milledgeville  43 

Crawford  W.  Long 

Donald  L.  Branyon,  Jr. 

33 

51 

31 

Athens  

Jefferson 

James  W.  Pilcher 

72 

54 

78 

59 

Louisville 

McDuffie 

Thomas  E.  Averitt 

5 

4 

5 

4 

Thomson  

N ewton-Rockdale 
L.  M.  Cowan 

7 

6 

7 

5 

Covington 
Oconee  Valley 
W.  H.  Rhodes,  Jr. 

12 

7 

12 

5 

Union  Point  

Walton 

Robert  M.  Tankesley 

13 

11 

12 

10 

Monroe  

Washington 
William  Taylor 

10 

9 

9 

8 

Tennille  

Wilkes 

A.  D.  Duggan 

1 1 

4 

10 

2 

Washington  

6 

5 

6 

5 

179 

133 

190 

129 

philanthropic  activity,  reference  is  made  that  he  did 
this  as  a member  of  the  Bibb  County  Medical  So- 
ciety. This  project  of  improvement  of  the  physician’s 
image  should  be  a statewide  endeavor. 

A local  Peer  Review  Committee  is  being  formed 
within  the  Society.  This  committee  is  to  provide  a 
local  service  and  cooperate  with  the  MAG  Founda- 
tion. 

The  Bibb  County  Medical  Society  looks  forward  to 
being  host  to  MAG  at  the  Annual  Session  in  Macon, 
May  11-14,  1972. 

SIXTH  DISTRICT  MEMBERSHIP 


Counties  and  Secretaries 

Bibb 

G.  Wayne  Bohanan 
Macon  


Members  Members 

December  31,  1970  December  31,  1971 


AMA 

AMA 

Dues 

Dues 

Paying 

Paying 

MAG 

Only 

MAG 

Only 

183 

151 

183 

155 

Cobh  County  Medical  Society  Councilor 

Remer  Y.  Clark,  M.D. 

Cobb  County  has  continued  to  expand  its  medical 
care  both  by  inpatient  care  and  by  an  increase  of 
physicians  in  the  county.  Our  present  total  Cobb 
County  Medical  Society  enrollment  is  182  members, 
with  182  Medical  Association  of  Georgia  dues  paying 
members,  and  171  American  Medical  Association  dues 
paying  members.  There  have  been  three  member- 
ship losses:  two  by  death  and  one  by  transfer. 

Without  reservation,  Cobb  County  is  most  honored 
to  have  had  one  of  its  members,  Dr.  W.  C.  Mitchell, 
elected  to  the  office  of  President  of  the  Medical  Asso- 
ciation of  Georgia.  This  necessitated  the  election  of 
Dr.  Clark  as  Councilor  and  Dr.  Underwood  as  Vice- 
Councilor.  One  or  both  have  attended  all  of  the  called 
and  regular  meetings  of  Council  and  have  participated 
in  its  functions.  The  Cobb  County  Medical  Society 
has  been  active  in  assisting  local  and  state  govern- 
mental agencies  in  planning  for  future  expansion  of 
health  care  facilities. 

This  report  would  not  be  complete  without  again 
giving  praise  to  our  Woman’s  Auxiliary  for  its  efforts 
with  the  management  of  the  Kennestone  Gift  Shop, 
resulting  in  the  purchase  of  needed  equipment  for  bet- 
ter patient  care  and  comfort  in  the  hospital. 

SEVENTH  DISTRICT  MEMBERSHIP 

Members  Members 

December  31,  1970  December  31,  1971 
AMA  AMA 

Dues  Dues 

Paying  Paying 

Counties  and  Secretaries  MAG  Only  MAG  Only 

Cobb 

Donald  R.  Rooney 

Marietta  168  159  180  169 


Bibb  County  Medical  Society  Councilor 

Braswell  E.  Collins,  M.D. 

The  Bibb  County  Medical  Society  had  a successful 
year  under  the  leadership  of  Dr.  Charlotte  Neuberg, 
President.  Monthly  dinner  meetings  attained  an  aver- 
age of  90  per  cent  attendance.  Twelve  new  members 
joined  the  Society.  This  increase  qualified  for  an  addi- 
tional delegate  to  MAG. 

One  project  has  been  to  improve  the  Physician 
Image.  When  a physician  participates  in  a civic  or 


DcKalb  County  Medical  Society  Councilor 

M.  Freeman  Simmons,  M.D. 

FOURTH  DISTRICT  MEMBERSHIP 


Members  Members 

December  31,  1970  December  31,  1971 


AMA 

AMA 

Dues 

Dues 

Paying 

Paying 

Counties  and  Secretaries 

DeKalb 

MAG 

Only 

MAG 

Only 

L.  L.  Freeman 
Chamblee  

199 

228 

205 
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Georgia  Medical  Society  Councilor 


L.  R.  Lanier,  Jr.,  M.D. 


FIRST  DISTRICT  MEMBERSHIP 

Members  Members 

December  31,  1970  December  31,  1971 


Counties  and  Secretaries  MAG 

Georgia  Medical  Society 
Harry  H.  McGee,  Jr. 
Savannah 188 


AMA 

AMA 

Dues 

Dues 

Paying 

Paying 

Only 

MAG 

Only 

172 

199 

185 

Muscogee  County  Medical  Society  Councilor 


We  would  especially  commend  Mr.  Edwin  Smith 
and  Mrs.  Catherine  Wooten  for  their  efforts  and,  of 
course,  to  all  those  other  members  of  the  staff  and  the 
Local  Arrangement  Committee  members  who  have  as- 
sisted us  in  this  effort. 

We  will  continue  to  plan  for  you  the  most  informa- 
tive and  educational  program  that  is  possible.  We 
would  suggest  that  you  urge  your  colleagues  to  at- 
tend these  meetings  also. 

We  appreciate  the  cooperation  that  we  have  re- 
ceived from  the  Specialty  Societies  and  we  note  that 
very  few  have  scheduled  their  meetings  at  times  other 
than  the  MAG  Annual  Session. 

We  have  no  further  recommendations  at  this  time. 


Jack  A.  Raines,  M.D. 
THIRD  DISTRICT  MEMBERSHIP 


December  31, 1970  December  31.  1971 


Counties  and  Secretaries  MAG 

Muscogee 
Jack  Lawler 

Columbus  133 


AMA 

AMA 

Dues 

Dues 

Paying 

Paying 

Only 

MAG 

Only 

112 

147 

1 16 

Richmond  County  Medical  Society  Councilor 

J.  L.  Mulherin,  M.D. 


During  the  past  year  the  Richmond  County  Med- 
ical Society  has  been  represented  at  every  meeting  of 
Council. 

The  action  of  the  1971  House  of  Delegates  which 
increased  annual  dues  from  $40.00  to  $100.00  drew 
considerable  criticism  from  many  of  our  members 
with  some  threatening  to  resign.  Whether  many  will 
resign  remains  to  be  seen. 

The  main  endeavor  of  our  society  in  recent  months 
has  been  our  united  effort  to  try  to  defeat  Governor 
Carter’s  reorganization  plan  as  far  as  the  Board  of 
Health  is  concerned.  At  the  present  time,  however,  I 
wonder  how  successful  our  efforts  were. 

Since  this  will  be  my  last  report  as  Councilor,  I 
would  like  to  express  my  appreciation  to  the  officers 
and  staff  of  the  Medical  Association  of  Georgia  for 
their  many  years  of  dedicated  service. 

Dr.  Ronald  F.  Galloway  will  be  the  new  Coun- 
cilor, and  Dr.  Henry  D.  Scoggins  will  be  Vice-Coun- 
cilor. 

TENTH  DISTRICT  MEMBERSHIP 


Counties  and  Secretaries 

Richmond 

J.  K.  McDonald 
Augusta  


December  31, 1970 
AMA 
Dues 
Paying 

December  31,  1971 
AMA 
Dues 
Paying 

MAG 

Only 

MAG 

Only 

310 

271 

308 

264 

Annual  Session  Committee 

Preston  D.  Ellington,  M.D.,  Chairman 

The  Committee  on  Annual  Session  of  the  Medical 
Association  of  Georgia  again  expresses  its  appreciation 
to  all  those  members  of  the  Association,  the  Auxiliary 
to  the  Medical  Association  of  Georgia,  and  to  the 
staff  of  the  Medical  Association  of  Georgia  for  all 
their  dedicated  efforts  to  make  this  meeting  eventful 
and  informative. 


Building  Expansion  Committee 

F.  G.  Eldridge,  M.D.,  Chairman 

Report  of  the  Committee  on  Building  Expansion, 
in  accordance  with  Supplemental  Report  71-6  intro- 
duced by  Chairman  of  Council  at  the  117th  Annual 
Session  of  the  Medical  Association  of  Georgia,  June 
1971,  recommended  changes  in  the  MAG  Head- 
quarters structure  as  two  possibilities:  (1)  was  to  add 
two  additional  stories  of  approximately  24,000  feet, 
and  (2)  the  other  was  to  add  four  additional  stories  of 
approximately  40,000  square  feet  and  at  that  time  a 
guaranteed  maximum  of  $1,089,376.00  was  the  pro- 
jected cost  of  such  construction. 

This  report  was  approved  by  the  House  of  Dele- 
gates in  accordance  with  the  following  recommenda- 
tion: “Council  voted  to  ask  the  House  of  Delegates  to 
authorize  the  Council  to  proceed  with  expansion  of 
the  Headquarters  building  based  on  a favorable  feasi- 
bility study.” 

Council  then  appointed  a Building  Committee  com- 
posed of  F.  G.  Eldridge,  M.D.,  Chairman,  J.  G.  Mc- 
Daniel, M.D.,  and  John  S.  Atwater,  M.D.,  as  mem- 
bers. 

The  firm  of  Hammer,  Greene,  Siler  Associates,  Eco- 
nomic Consultants,  230  Peachtree  Street,  N.  W..  At- 
lanta, Georgia  30303,  were  contacted  and  given  the 
assignment  of  rendering  a feasibility  study  and  report 
to  Council  regarding  the  addition  of  40,000  square 
feet  to  the  present  building. 

The  expense  of  this  feasibility  study  was  estimated 
to  cost  some  $3,000.00  and  this  amount  was  approved 
by  both  Executive  Committee  and  Council.  During 
the  course  of  the  feasibility  study,  the  controversy  in 
the  City  of  Atlanta  over  approval  of  Metropolitan  At- 
lanta Rapid  Transit  Authority  (MARTA)  with  a re- 
sultant referendum,  caused  the  cessation  of  the  feasi- 
bility study  until  such  time  as  a referendum  had  been 
passed  and  all  of  the  legal  entanglements  had  been 
eliminated.  The  feasibility  study  was  completed  in 
February  1972  and  contains  minute  investigative  stud- 
ies of  the  Peachtree  Corridor  which  extends  from 
downtown  Atlanta  to  approximately  14th  Street. 

A summation  of  the  report  states,  “The  memoran- 
dum indicates  that  the  proposed  building  expansion  is 
economically  feasible  in  our  opinion.  Complete  ob- 
jectivity has  been  maintained  throughout  this  effort 
and  there  have  been  no  predetermined  conclusions  as 
to  development  feasibility.” 

It  is  anticipated  that  the  entire  40.000  feet  will  be 
utilized  by  Medical  Association  of  Georgia's  oriented 
organizations  and  that  none  will  be  available  for  rental: 
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however,  even  if  MAG  did  not  utilize  this  space,  the 
feasibility  study  shows  that  it  could  be  rented  pro- 
ducing not  only  principal  and  interest  payments  but 
would  provide  cash  flow  to  the  Medical  Association  of 
Georgia. 

Plans  are  underway  to  pursue  and  develop  plans 
and  specifications  to  increase  the  square  footage  of  the 
building  and  the  changes  which  have  been  outlined  in 
the  earlier  authorization. 

Insurance  and  Economics  Committee 

William  W.  Moore,  Jr.,  M.D.,  Chairman 

It  is  a pleasure  to  submit  the  following  report  of  the 
activities  of  the  Committee  on  Insurance  and  Eco- 
nomics for  the  Year  1971-72. 

This  year  has  seen  the  Committee  on  Insurance  and 
Economics  obtain  success  in  several  of  its  on-going 
projects.  The  first  of  these  is  a commitment  on  the 
part  of  the  National  Insurance  Rating  Board  to  begin  to 
collect  data  for  a re-study  of  Liability  Insurance  Risk 
Categories  by  specialty.  Preparation  of  this  study  may 
take  several  years,  but  Georgia  has  received  credit  for 
promoting  the  idea  of  re-studying  the  risk  categories 
by  specialty  after  learning  that  the  present  assignment 
of  specialties  to  a particular  risk  category  were  ar- 
bitrarily elected  by  a committee  of  the  American  Med- 
ical Association  working  with  the  National  Insurance 
Rating  Board.  This  selection  was  made  several  years 
ago  and  based  solely  on  the  AMA  Liaison’s  judg- 
ment of  the  exposure  of  each  specialty.  After  much 
correspondence  and  meetings  with  the  Regional  Repre- 
sentatives of  the  National  Insurance  Rating  Board,  the 
Board  has  committed  to  begin  a concerted  effort  to 
determine  whether  claims  experience  by  specialty  will 
allow  a reassignment  of  risk  categories. 

Continuous  work  towards  the  establishment  of  a 
hospitalization  and  medical  plan  for  MAG  members 
has  been  carried  on  this  year  with  the  final  implemen- 
tation of  a plan  yet  to  be  accomplished.  Prospects  at 
this  writing  seem  to  indicate  that  a plan  will  soon  be 
available  through  the  joint  efforts  of  Columbus  and 
Atlanta  Blue  Shield  Plan  which  will  provide  a $50.00 
deductible  hospitalization  plan  with  a $600.00  surgical 
schedule.  Blue  Shield  benefits  as  well  as  maternity 
coverage  would  be  offered  as  options. 

Continued  surveillance  and  review  of  all  of  MAG’s 
Group  Insurance  Plan  has  been  accomplished  by  the 
Committee  during  the  year.  Significant  among  this  ac- 
tivity has  been  our  liaison  with  the  St.  Paul  Insurance 
Company,  underwriters  of  MAG’s  Group  Professional 
Liability  Plan.  A major  accomplishment  of  this  liai- 
son has  been  the  review  of  the  rate  structure  applied 
to  the  Top  Brass  Catastrophic  Liability  Coverage  re- 
sulting in  a reduction  in  rates,  effective  January  1, 
1972. 

The  Annual  Negotiating  Meeting  between  our  Com- 
mittee and  representatives  of  the  home  office  of  the 
St.  Paul  Company  to  review  the  year’s  experience  un- 
der our  Group  Professional  Liability  Plan  resulted  in 
an  increase  in  the  premiums  for  1972-73,  smaller 
than  those  for  the  previous  three  years,  17  per  cent  for 
Classes  II,  III,  IV  and  V — with  no  increase  for  the 
1,400  physicians  of  Class  I. 

I wish  to  express  my  sincere  thanks  to  those  Com- 


mittee members  who  have  attended  meetings  and 
worked  hard  in  our  behalf  this  year.  The  thanks  of 
the  Committee  are  also  due  Mr.  Smith  and  the  Head- 
quarters Staff  for  their  assistance.  Your  Committee 
hopes  that  MAG  members  will  bring  to  our  atten- 
tion any  problems  they  may  encounter  regarding  our 
insurance  benefit  package.  Your  Committee  is  dedi- 
cated to  continuing  its  efforts  to  provide  for  the  in- 
surance needs  of  the  members  through  our  organiza- 
tion. 

Medicine  and  Religion  Committee 

W.  H.  Pool,  Jr.,  M.D.,  Chairman 

The  Medicine  and  Religion  Committee  has  been  ac- 
tive this  year  as  far  as  many  of  the  individual  mem- 
bers are  concerned.  The  primary  thrust  has  been  to 
encourage  the  activities  of  various  county  medical  so- 
cieties as  well  as  other  groups  in  the  area  of  Medicine 
and  Religion.  There  have  been  several  seminars  con- 
ducted in  the  state,  probably  the  more  notable  being 
the  seminars  sponsored  by  the  Cobb  County  Medical 
Society,  Ministerial  Society,  Bar  Association  and  Ken- 
nesaw  Junior  College.  This  is  attracting  nationwide  at- 
tention and  having  a profound  influence  in  the  South- 
east particularly.  This  annual  seminar  is  planned  again 
for  April  of  1972. 

An  interesting  seminar  was  held  in  January,  1972, 
by  the  Chatham  County  Medical  Society.  Dr.  John 
Rabun  helped  spearhead  the  activities  there.  Mr.  Bill 
Hoffman  from  the  AMA,  Department  of  Medicine 
and  Religion;  Reverend  Lred  Reid,  Chaplain  at  North 
Carolina  Memorial  Hospital,  held  programs  both  with 
the  clergy  and  with  the  county  society.  It  is  anticipat- 
ed that  this  will  be  the  stimulus  for  continued  dialogue 
between  members  of  the  hospital  medical  staff  and 
chaplaincy  staff  of  two  or  three  of  the  hospitals  in 
the  Savannah  area. 

The  Chairman  has  had  the  opportunity  to  partici- 
pate in  two  church  organized  seminars  on  Medicine 
and  Religion,  one  in  Augusta,  Georgia,  and  one  in 
Jefferson,  Georgia.  Mr.  Bill  Hoffman  and  the  Chair- 
man have  also  participated  in  a Pastoral  Care  Semi- 
nar as  the  chaplaincy  program  for  the  Clayton  County 
Hospital  is  developing.  The  Chairman  attended  the 
Regional  Conference  of  Chairmen  of  the  Medicine 
and  Religion  Committees  for  the  Southeast,  held  in 
Atlanta.  This  was  again  a most  stimulating  meeting 
where  ideas  are  shared  between  the  various  commit- 
tees of  the  Southeast.  It  is  hoped  that  in  the  future  a 
weekend  retreat  may  be  held  with  some  members  of 
the  clergy  as  well  as  members  of  the  committees. 

The  Medicine  and  Religion  Committee  is  sponsoring 
a Prayer  Breakfast  at  the  annual  meeting  in  Macon  on 
Sunday  morning.  We  plan  to  discuss  the  issue  "How 
can  we  help  patients  remain  WHOLE  in  a very  spe- 
cialized medical  system?”  Ray  Brewster,  from  the  Re- 
ligion Department  of  Mercer  University,  will  he  a 
speaker  along  with  Dr.  M.  D.  Pittard  from  Toccoa. 

The  AMA  Department  of  Religion  is  asking  us  to 
undertake  a project  with  representatives  from  the 
various  seminaries  in  our  state  to  determine  if  there 
is  any  way  the  Committee  on  Medicine  and  Religion 
can  help  them  in  their  curriculum  proposals  regarding 
the  minister  and  his  part  in  ministering  to  the  total 
patient.  We  plan  to  accept  this  responsibility. 
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Occupational  Health  Committee 

Tom  Howell,  M.D.,  Chairman 

The  Occupational  Health  Committee  has  devoted 
its  energies  primarily  to  the  understanding  of  the  Oc- 
cupational Safety  and  Health  Act  and  its  application 
to  the  Industry  of  Georgia.  The  Council  of  the  Occu- 
pational Health  Committee  of  the  American  Medical 
Association  was  attended  and  an  attempt  made  to 
utilize  its  recommendation  in  our  state  program.  There 
is  some  confusion  at  this  time  as  to  whether  the  Oc- 
cupational Safety  and  Health  Department  will  be  un- 
der the  Department  of  Labor  or  under  the  Depart- 
ment of  Workmen’s  Compensation.  When  this  matter 
is  settled,  the  Occupational  Health  Committee  will  of- 
fer its  services  in  appropriate  ways. 

President  Nixon’s  Committee  on  Workmen’s  Com- 
pensation met  in  Atlanta  in  January,  1972;  among  oth- 
er recommendations  was  the  establishment  of  a pro- 
gram of  rehabilitation.  The  Medical  Association  is 
represented  on  an  ad  hoc  committee  attempting  to 
submit  initial  plans  for  such  a department.  Following 
completion  of  initial  recommendations,  the  Governor 
is  to  appoint  a standing  committee;  present  informa- 
tion is  that  the  Medical  Association  will  be  represent- 
ed. 

The  Occupational  Health  Committee  has  no  definite 
recommendations  for  the  House  of  Delegates. 

Peer  Review  Committee 

John  R.  McCain,  M.D.,  Chairman 

It  is  a pleasure  to  submit  this  annual  report  of  the 
MAG  Committee  on  Peer  Review  for  the  year  1971- 
72. 

Your  Committee  has  continued  its  faithful  review  of 
all  matters  brought  to  it  on  appeal  from  the  district 
and  local  committees  on  peer  review  and  the  Georgia 
Medical  Care  Foundation,  Inc.  Cases  considered  are 
retained  in  confidential  minutes  made  during  execu- 
tive sessions. 

In  addition  to  its  review  activities  subcommittees  of 
the  Committee  on  Peer  Review  have  maintained  liai- 
son and  surveillance  over  various  activities.  The  sub- 
committee on  Relationships  with  Third  Party  Carriers 
has  met  during  the  year  with  representatives  of  Pru- 
dential Insurance  Companies’  Medicare  Department 
and  assisted  in  the  review  by  that  agency  of  questions 
brought  by  member  physicians.  Continued  liaison 
with  the  Regional  Office  of  the  Social  and  Rehabilita- 
tion Service  of  the  Social  Security  Administration  has 
resulted  this  year  in  a federal  regulation  allowing  for 
the  payment  of  claims  retained  by  the  Medicare  and 
Medicaid  carriers  beyond  the  24-month  limitation 
when  the  physician  provider  was  not  at  fault  for  the 
delay. 

Of  major  significance  this  year  has  been  the  work 
of  the  subcommittee  on  Laboratory  Proficiency  Test- 
ing. Arrangements  have  been  made  with  the  College 
of  American  Pathologists  to  have  your  Committee  re- 
ceive duplicates  of  the  reports  sent  to  physicians  on 
sample  tests  run  in  physicians’  offices.  These  dupli- 
cate reports  are  reviewed  by  the  subcommittee  on 
Laboratory  Proficiency  Testing.  The  ultimate  goal  in 


this  activity  is  to  provide  our  subcommittee  on  Educa- 
tion and  Discipline  with  data  to  support  the  develop- 
ment of  continuing  education  on  appropriate  subjects 
where  needed. 

While  having  peer  review  policy  responsibility  your 
Committee  considered  all  requests  for  policy  determi- 
nation from  carriers  and  physicians.  Policy  on  Pay- 
ments for  such  procedures  as  psychotherapy  marathon 
and  jejuno-ileostomy  were  considered  with  the  help  of 
recognized  experts.  Peer  policy  has  now  been  assumed 
by  the  Executive  Committee  of  Council,  and  your 
Committee  on  Peer  Review  stands  ready  to  assist  them 
in  any  way  requested. 

As  Chairman  I wish  to  thank  the  members  of  this 
committee  representing  the  Specialty  organizations  in 
Georgia  for  their  dedication  and  hard  work  during 
this  year.  The  Committee  wishes  to  express  a most  ; 
sincere  word  of  appreciation  to  Mr.  Ed  Smith  and  all  : 
those  who  participated  on  the  MAG  Staff  for  their  i 
splendid  cooperation  and  assistance  given  to  this  I 
Committee.  i 

Private  Practice  Committee 

Donald  R.  Rooney,  M.D.,  Chairman  \ 

The  Committee  on  Private  Practice  was  combined  | 
this  year  with  the  Hospital  Activities  Committee.  j: 

The  new  combined  committee  first  met  at  the  MAG  i 
Committee  Conclave  on  August  8,  1971.  The  fact  that 
the  objectives  of  these  two  committees  are  not  similar,  ■ 
or  sometimes  conflicting,  was  discussed.  Committee  1 
members  decided  to  retain  the  name  of  the  Committee  f 
on  Private  Practice  and  accept  any  matters  referred  to  I 
the  new  combined  committee. 

We  co-sponsored  two  highly  successful  programs  j 
with  the  Georgia  Hospital  Association  this  year.  These  ! 
two  programs  were  designed  to  acquaint  physicians  I 

and  hospital  officials  with  the  new  Joint  Commission  ' 

on  Accreditation  of  Hospital  standards.  Both  Semi-  1 
nars  were  well  attended  and  well  received  by  Medical  j 
Association  of  Georgia  members  and  Georgia  Hos-  1 
pital  Association  members.  ; 

This  committee  considered  means  of  educating  our  i 
members  on  the  benefits  of  private  practice,  and 
again  recommended  that  a suitable  speaker  be  ob-  : 
tained  for  the  Annual  MAG  Session.  This  objective  1 
also  met  with  success.  | 

We  received,  modified  and  forwarded  to  Executive  i 
Committee  a resolution  to  encourage  Departments  of  I 
Family  Practice  in  area  hospitals. 

This  committee  has  worked  closely  with  the  State  , 
Legislative  Committee,  especially  in  the  study  of  pro-  i 
posed  legislation  dealing  with  private  practice  or  hos-  \ 
pitals. 

We  have  established  liaison  with  the  AMA  Com-  , 
mittee  on  Private  Practice  and  also  with  the  AMA  i 
Committee  on  Health  Care  for  the  Poor. 

The  Chairman  of  the  Private  Practice  Committee  ^ 
was  appointed  and  is  meeting  with  the  Georgia  Hos- 
pital Advisory  Council  and  hopefully  will  present  the  ; 
viewpoint  of  Georgia  physicians  to  this  group. 

All  items  referred  to  this  committee  during  the  past 
year  have  been  promptly  acted  upon,  hopefully  to  the 
best  interest  of  the  MAG  membership. 
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The  Journal 

Edgar  Woody,  Jr.,  Editor 

The  1971-1972  report  of  the  Journal  of  the  Med- 
ical Association  of  Georgia  is  submitted  herewith: 

PERSONNEL 

Since  the  last  annual  report  we  have  had  no  changes 
in  personnel.  I am  pleased  to  report,  however,  that  our 
very  efficient  managing  editor.  Miss  Pat  Thigpen,  be- 
came Mrs.  Rodney  Phillips  in  November.  She  is  con- 
tinuing at  her  post  with  the  Journal  while  her  hus- 
band completes  his  military  service. 

I regret  to  report  the  passing  of  one  of  our  most 
active  contributing  editors  during  the  past  year. 
Through  the  years.  Dr.  Arthur  Knight  was  a faithful 
contributor  to  the  Journal  and  his  contributions  will 
certainly  be  missed. 

STATE  MEDICAL  JOURNAL 
ADVERTISING  BUREAU 

This  non-profit  bureau  in  Chicago,  devoted  to  the 
solicitation  and  sales  of  national  advertising,  spon- 
sored a two-day  seminar  in  New  Orleans  in  Septem- 
ber, 1971.  These  meetings  are  held  every  two  years 
and  serve  to  keep  state  journal  editors  and  managing 
editors  abreast  of  changes  and  trends  in  the  field  of 
medical  journalism.  Workshops  are  scheduled  as  part 
of  the  program,  enabling  journal  personnel  from  the 
various  states  to  exchange  ideas  in  dealing  with  prob- 
lems common  to  all  journals.  The  New  Orleans  ses- 
sion was  both  stimulating  and  instructive. 

ADVERTISING 

I am  happy  to  report  a significant  upturn  in  the 
national  advertising  volume  in  the  past  12  months. 
This  has  occurred  in  spite  of  continuing  limitations 
by  the  F.D.A.  on  drug  advertising  copy.  Our  sales 
force  working  out  of  the  State  Medical  Journal  Ad- 
vertising Bureau  in  Chicago  are  to  be  commended  for 
their  effectiveness. 

CONTENT 

During  the  past  year  an  increasing  number  of  pa- 
pers have  been  published  which  have  featured  discus- 
sion concerned  with  the  efficient  delivery  of  health 
care  and  with  socio-economic  problems.  In  addition 
to  these,  we  have  been  fortunate  to  have  submitted 
many  worthwhile  scientific  papers  from  the  Annual 
Session  and  from  both  medical  schools  within  the 
state.  Clinical  conferences  from  both  institutions  have 
been  very  well  received. 

CREDITS 

During  the  past  12  months  the  advice  of  members 
of  the  Publications  Committee  has  been  a helpful  and 
decisive  force  in  guiding  the  course  of  the  Journal. 
Their  help  is  much  appreciated.  As  in  the  past,  our 
contributing  editors  have  advised  and  helped  in  get- 
ting suitable  scientific  material  for  the  Journal.  With- 
out their  assistance,  the  Journal  could  be  little  more 
than  a newsletter.  During  the  past  year  we  have  had  a 
President  who  enjoys  writing.  His  pages  have  been 
both  informative  and  entertaining  and  reflect  the 
writer’s  enthusiasm.  Our  Legal  Page  and  specialty 


pages  continue  in  their  tradition  of  excellence.  The 
editors  responsible  for  these  regular  features  are  due 
much  credit.  The  Headquarters  Office  Staff  continues 
to  play  a heavy  supporting  role  in  the  publication  of 
the  Journal.  Their  efforts  are  much  appreciated. 

Coordinator,  Georgia  Regional  Medical 
Program 

M.  C.  Adair,  M.D. 

Having  completed  nearly  two  years  as  Coordinator 
of  the  Georgia  Regional  Medical  Program,  I find  that 
the  concerns  of  the  Program  are  of  vital  interest  to 
all  of  us  in  organized  medicine. 

In  dealing  with  heart,  cancer,  stroke  and  related 
diseases,  it  soon  becomes  obvious  that  earlier  diag- 
nosis and  appropriate  treatment  are  of  primary  im- 
portance. In  order  to  locate  and  treat  cases  sooner, 
few  would  question  the  fact  that  more  primary  care 
physicians  at  health  access  stations  would  help  ac- 
complish this  end.  As  a matter  of  fact,  the  task  forces 
and  the  Regional  Advisory  Group  have  reaffirmed  this 
time  and  again. 

These  groups  are  preponderantly  physicians  and 
other  health  personnel  who  are  living  in  Georgia  and 
are  acquainted  with  local  needs. 

Again,  it  must  be  stressed  that  the  RAG  makes  the 
policies  of  the  GRMP  and  must  have  the  participa- 
tion of  organized  medicine. 

The  new  thrusts  into  the  primary  health  care  field 
have  been  suggested  by  the  task  forces  and  Regional 
Advisory  Group.  These  policies  in  turn  have  the  back- 
ing of  the  Regional  Medical  Program  Service  of  the 
Department  of  Health,  Education,  and  Welfare. 

All  programs  in  Georgia  have  originated  in  Georgia 
and  have  the  approval  of  the  local  Group.  The  GRMP 
in  turn  has  no  desire  to  enter  an  area  with  any  pro- 
gram unless  it  meets  with  local  medical  approval. 

The  GRMP  pays  its  fair  share  of  costs  and  office 
expenses  in  the  Medical  Association  of  Georgia  head- 
quarters; 25  out  of  27  new  program  applications  were 
approved  up  to  January  1,  1972. 

Because  of  the  GRMP’s  record  nationally,  a de- 
velopmental component  of  funds  was  allocated  to 
Georgia  for  new  projects  and  these  will  not  necessarily 
have  to  be  reported  back  to  the  national  RMP’s. 

The  Regional  Medical  Program  continues  to  be  ac- 
tive in  Inservice  Education  for  medical  personnel  in 
hospitals.  In  turn,  more  hospitals  should  avail  them- 
selves of  this  and  the  visiting  consultants. 

In  conclusion,  the  GRMP  can  be  a useful  tool  of 
medicine  in  Georgia.  More  new  and  innovative  pro- 
grams are  needed.  GRMP  needs  physician  participa- 
tion and  suggestions.  It  would  also  help  if  we  had  bet- 
ter attendance  of  the  MAG  appointed  physicians  to 
the  Regional  Advisory  Group. 

Operational  Projects  of  Georgia  Regional 
Medical  Progi*am 

J.  Gordon  Barrow,  M.D.,  Director 

CLINICAL  TRAINING  CONFERENCES 
FOR  HEALTH  PROFESSIONALS 

The  medical  schools  at  Emory  University  and  the 
Medical  College  of  Georgia  provide  specially  tailored 
courses  for  practicing  physicians,  nurses,  and  allied 
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health  workers.  Health  professionals  are  given  an  op- 
portunity to  update  medical  knowledge  and  skills.  Pri- 
ority is  given  to  health  professionals  in  GRMP  area 
facilities,  in  turn  encouraging  further  dissemination  of 
the  information  learned  to  their  peers  at  the  local 
level. 

VISITING  CONSULTANTS  PROGRAM 
TO  COMMUNITY  HOSPITALS 

This  project  continues  to  serve  the  community  hos- 
pitals of  Georgia  in  a variety  of  ways.  Growth  in  the 
number  of  requests  for  visiting  consultants  is  evidence 
of  the  program’s  success.  The  project  is  very  flexible 
and  is  capable  of  satisfying  specific  needs  for  any  seg- 
ment of  the  health  field. 

DETECTION  AND  ELIMINATION 
OF  ELECTRICAL  HAZARDS 

To  detect  and  eliminate  electrical  hazards  in  hos- 
pital electrical  systems  and  in  medical  electrical  moni- 
toring equipment.  Dr.  Perry  Sprawls,  Emory  Univer- 
sity School  of  Medicine,  will  conduct  five  one-day 
courses  for  a total  of  more  than  50  attendees.  Par- 
ticipants will  receive  training  and  handout  material 
which  will  equip  them  to  initiate  training  programs  in 
their  hospitals  as  well  as  to  integrate  electrical  safety 
into  their  overall  program. 

PATIENT  AND  FAMILY  EDUCATION 

Northside  Hospital  (Atlanta),  The  Memorial  Med- 
ical Center  (Savannah),  and  The  Medical  Center 
(Columbus)  have  initiated  demonstration  patient-fam- 
ily education  projects.  The  purpose  of  the  projects  is 
to  develop  and  test  a method  which  can  increase — to 
a significant  level — the  patient’s  ability  to  care  for 
himself,  thus  eventually  permitting  a decreased  utiliza- 
tion of  scarce  medical  services. 

CONTINUING  EDUCATION  IN  NURSING 

The  purpose  of  this  project  is  to  extend  the  poten- 
tial of  the  School  of  Nursing,  Medical  College  of 
Georgia,  Program  of  Continuing  Education.  With  ad- 
ditional instructors,  the  School  of  Nursing  will  take 
courses  into  small  Georgia  communities  to  provide 
nurses  remote  from  large  medical  centers  and  teach- 
ing hospitals  an  opportunity  to  benefit  from  a high 
caliber  continuing  education  program  designed  to  meet 
local  needs. 

SHARED  ALLIED  HEALTH  SERVICES 

The  past  success  of  the  physical  therapist  feasibil- 
ity study  is  leading  to  the  expansion  of  cooperative 
multi-institutional  utilization  of  nurses  and  other  al- 
lied health  professionals.  Plans  include:  nurse  anes- 
thetists, clinical  nurse  specialists,  pharmacists,  inhala- 
tion therapists,  speech  therapists,  physicists,  etc. 

HEALTH  CAREER  COUNSELING  TO 
DISADVANTAGED  STUDENTS 

One  hundred  predominantly  black  rural  Georgia 
high  school  students  are  participating  in  a unique 
health  occupations  counseling  program.  GRMP  se- 
lected 10  high  school  counselors  who  then  partici- 
pated in  a special  orientation  in  health  careers  and 
educational  opportunities.  Each  counselor  chose  10 
students  in  their  junior  year  with  whom  he  will  work 


on  a continuing  basis  throughout  the  year,  offering 
guidance  in  selecting  a health  career.  The  project  calls  ' 
for  group  trips  to  Atlanta  to  visit  practitioners  in 
each  of  the  health  areas  and,  wherever  possible,  job 
placement  for  the  students  during  summer  months. 

PHYSICIAN  ASSISTANT 
DEVELOPMENT  PROGRAM 

Emory  University,  in  cooperation  with  Grady  Hos- 
pital, continues  its  Medical  Specialty  Assistants  Pro- 
gram with  GRMP  support.  The  Medical  College  of 
Georgia  is  being  supported  in  the  planning  and  de- 
velopment of  new  programs  to  train  physician  as- 
sistants. 

EDUCATING  HEALTH  PROFESSIONALS 
IN  OPTIMAL  DIABETES  CARE 

The  formation  of  a Diabetes  Day  Care  Center  at 
Grady  Hospital  is  designed  to  provide  optimal  care, 
education,  and  follow-up  for  the  8,000  diabetic  pa- 
tients dependent  upon  Grady  for  primary  care.  Phy- 
sicians, nurses,  and  allied  health  professionals  from 
throughout  the  region  will  be  taught  optimal  patient 
care  techniques  and  methods. 

COMMUNITY  HEALTH  REPRESENTATIVE 

Holy  Family  Hospital,  Atlanta,  is  conducting  a dem- 
onstration project  to  improve  the  health  care  pro- 
vided to  their  patients,  through  the  services  of  a com- 
munity health  representative  who  acts  as  a spokes- 
man, interpreter  and  advocate  for  patients  and  fam- 
ilies. In  addition  to  assisting  patients  in  complete 
utilization  of  available  hospital  and  community  health 
services,  she  attempts  to  assist  in  the  solution  of  the 
patient’s  financial  and  social  problems. 

STATEWIDE  CANCER  PROGRAM 

The  continued  improvement  of  health  care  for  can- 
cer patients  through  the  provision  of  optimal  treat- 
ment and  follow-up  is  the  major  goal  of  the  state- 
wide system  of  cancer  area  facilities  which  has  been 
established  in  Georgia.  The  following  institutions  are 
cancer  area  facilities:  Atlanta  Medical  Center  Geor- 
gia Baptist  Hospital  (Atlanta),  Augusta  Radiation 
Therapy  Center  (Augusta),  Crawford  W.  Long  (At- 
lanta), Floyd  Hospital  (Rome),  Enoch  Callaway  Can- 
cer Clinic  (LaGrange),  Medical  Center  of  Central 
Georgia  (Macon),  Memorial  Medical  Center  (Savan- 
nah), Phoebe  Putney  Hospital  (Albany),  St.  Joseph's 
Infirmary  (Atlanta),  and  The  Medical  Center  (Co- 
lumbus). 

In  addition  to  the  area  facilities,  there  is  a work- 
shop program  that  provides  an  opportunity  for  Geor- 
gia physicians  to  improve  the  quality  of  care  for  their 
cancer  patients  and  to  obtain  the  latest  information: 
the  Georgia  Tumor  Registry,  comprised  of  18  hos- 
pitals united  into  a service-oriented  statewide  tumor 
registry  system;  and  a component  which  is  developing 
a cooperative  radiation  therapy  program  among  fa- 
cilities in  Georgia  which  provide  radiation  therapy. 

FACILITY  PLANNING  AND  DEVELOPMENT 

In  conjunction  with  the  above  mentioned  objectives 
of  the  statewide  cancer  program,  this  project  is  plan- 
ning a major  cancer  treatment  facility  in  Augusta. 
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REGIONAL  PEDIATRIC 
RESPIRATORY  CENTER 

The  Medical  College  of  Georgia  continues  to  serve 
as  a regional  pediatric  pulmonary  center  demonstrat- 
ing detailed  patient  care  and  providing  opportunities 
for  training  health  personnel  in  pulmonary  disease 
problems. 

COMMUNITY  HYPERTENSION  PROGRAM 

A concentrated  effort  to  detect  and  control  hyper- 
tension is  being  conducted  in  a predominantly  black 
middle-class  urban  community  of  23,000  adults,  age  15 
and  older,  residing  in  Southwest  Atlanta.  The  program 
will  identify  conditions  which  deter  indigent  patients 
from  medical  care  of  hypertension  and  will  seek  to 
discover  procedures  that  will  encourage  indigent  pa- 
tients to  seek  and  accept  care. 

CARDIOVASCULAR  AREA  FACILITIES 

Cardiovascular  area  facilities  have  been  established 
at  eight  institutions  in  Georgia,  in  order  to  efficiently 
and  effectively  provide  accessible  services  for  known 
or  potential  cardiovascular  disease  or  hypertensive  pa- 
tients. Participating  institutions  are;  Athens  General 
(Athens),  Medical  Center  of  Central  Georgia  (Macon), 
University  Hospital  (Augusta),  John  D.  Archbold 
(Thomasville),  Tift  General  (Tifton),  Atlanta  Med- 
ical Center/ Georgia  Baptist  Hospital  (Atlanta),  Me- 
morial Medical  Center  (Savannah),  and  The  Medical 
Center  (Columbus). 

AREA  FACILITIES  FOR 
CONTINUING  EDUCATION 

High  priority  has  been  placed  on  continuing  educa- 
tion for  physicians,  nurses,  and  allied  health  profes- 
sionals. Throughout  Georgia  a group  of  seven  hos- 
pitals is  coordinating  programs  to  assist  smaller  hos- 
pitals in  the  development  of  continuing  education  pro- 
grams to  satisfy  local  needs.  Hospitals  designated  by 
GRMP  as  continuing  education  area  facilities  are; 
Athens  General  Hospital  (Athens),  Kennestone  Hos- 
pital (Marietta),  The  Medical  Center  (Columbus), 
The  Medical  Center  of  Central  Georgia  (Macon), 
Memorial  Medical  Center  (Savannah),  Phoebe  Put- 
ney Hospital  (Albany),  and  Tift  General  (Tifton). 

STROKE  AREA  FACILITIES 

Stroke  area  facilities  have  been  designated  at  St. 
Joseph’s  Infirmary  (Atlanta)  and  Candler  General  (Sa- 
vannah), in  an  effort  to  expand  and  extend  services 
for  stroke  patients  through  regional  cooperative  ar- 
rangements. The  ultimate  goal  is  to  have  compre- 
hensive services  at  geographic  locations  which  are  ac- 
cessible to  all  people  in  Georgia. 

KIDNEY  DISEASE  PROGRAM 

A plan  to  develop  and  integrate  health  care  re- 
sources for  kidney  disease  throughout  the  region  is 
being  instituted  through  the  joint  efforts  of  Regional 
Nephrology  Centers  at  Emory  University’s  School  of 
Medicine  and  the  Medical  College  of  Georgia.  Plans 
call  for  the  designation  of  area  facilities  at  The  Med- 
ical Center  (Columbus)  and  St.  Joseph’s  Hospital 
(Augusta)  to  participate  in  the  kidney  program. 


AREA  FACILITIES  FOR  RESPIRATORY 
DISEASES 

As  one  program  element  through  which  a compre- 
hensive statewide  program  to  combat  respiratory  dis- 
eases in  Georgia,  the  development  of  area  facilities  for 
respiratory  diseases  is  being  supported.  Presently,  area 
facilities  have  been  designated  at  The  Medical  Center 
of  Central  Georgia  (Macon),  St.  Joseph’s  Infirmary 
(Atlanta),  and  Georgia  Baptist  Hospital  (Atlanta). 

EMERGENCY  CARE  FOR 

SOUTH  GEORGIA  AND  NORTH  FLORIDA 

This  project  is  designed  to  demonstrate  cooperative 
arrangements  among  a multi-county  group  of  hos- 
pitals and  physicians  that  will  enhance  patient  care 
through  a network  of  emergency  services  with  em- 
phasis on  the  capability  for  timely  response  to  coro- 
nary attacks  and  highway  accidents,  utilizing  around- 
the-clock  emergency  room  services  and  a communica- 
tions and  ambulance  system. 

PLAN  FOR  A STATEWIDE  SYSTEM 
OF  CARE  FOR  SICK  NEWBORNS 

The  ultimate  goal  of  this  project  is  to  assure  that 
there  is  an  organized  system  of  care  designed  to  meet 
the  individual  needs  of  the  newborn  that  will  guarantee 
an  entry  into  the  health  care  system  at  the  required 
level  of  care.  Special  emphasis  will  be  placed  on  re- 
ducing the  hazards  of  prematurity  and  providing  train- 
ing to  medical  and  allied  health  personnel  in  inten- 
sive care  techniques  for  newborns. 

NURSE  MIDWIFE  SERVICE 
IN  A MULTICOUNTY  AREA 

This  project  is  aimed  to  demonstrate  a mechanism 
for  expanding  and  improving  the  maternal  health  ser- 
vices to  a rural,  largely  indigent  population  surround- 
ing the  Brunswick  area,  and  integrating  the  services 
into  existing  and  proposed  expanded  health  care  de- 
livery mechanisms. 

IMPROVED  PRIMARY  CARE 

Currently  funded  are  three  demonstration  projects 
designed  to  facilitate  entry  into  the  health  care  sys- 
tem in  several  areas  of  the  state  where  there  has 
been  limited  access  to  services.  Specifically,  these 
“health  access  stations’’. — staffed  by  paramedical  per- 
sonnel under  physician  supervision — are  aimed  at  pro- 
viding emergency  first-aid  when  needed,  providing 
transportation  as  required  from  the  station  to  a doctor’s 
office  or  hospital,  assisting  physicians  in  their  assess- 
ment of  the  clinical  condition  of  the  patient,  and  as- 
sisting the  patient  in  carrying  out  instructions  of  the 
physician.  Demonstration  health  access  stations  are 
located  to  serve  Henry  County,  Madison  County, 
and  Wilcox  County.  In  addition,  a planning  effort  is 
being  supported  to  develop  a health  system  to  im- 
prove accessibility  to  primary  care  within  a four-coun- 
ty area  of  rural  southeast  Georgia — Long,  Bryan,  Mc- 
Intosh, and  Liberty  Counties. 

Speaker  Rogers  then  proceeded  with  unfinished 
business  calling  for  submission  of  Supplemental  Re- 
ports from  Officers,  Councilors  and  Committee 
Chairmen. 
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Supplemental  Report  72-1:  Committee  on  Legisla- 
tion (State) — Reference  Committee  B 

Supplemental  Report  72-2:  Subcommittee  on  Al- 
lied Health — Reference  Committee  C 

Supplemental  Report  72-3:  Council — -Reference 

Committee  B 

Supplemental  Report  72-4:  Georgia  Medical  Care 
Foundation  (RE  EMCRO) — Reference  Committee  C 

Supplemental  Report  72-5:  Council — Reference 

Committee  F 

Supplemental  Report  72-6:  Council — Reference 

Committee  A 

Speaker  Rogers  continued  with  New  Business  and 
called  for  the  introduction  of  Resolutions  by  the 
House  of  Delegates.  He  requested  the  resolve  por- 
tion only  of  the  resolution  be  read  to  the  House,  and 
the  following  resolutions  were  then  presented : 

Resolution  72-1:  Change  in  Qualifications  for  mem- 
bership to  Medical  Association  of  Georgia — Reference 
Committee  B 

Resolution  72-2:  MAG  Annual  County  Society  and 
Leadership  and  New  Member  Indoctrination  Confer- 
ence with  MAG  Annual  Session — Reference  Commit- 
tee D 

Resolution  72-3:  Disassociation  of  Medical  Associa- 
tion of  Georgia  from  Georgia  Medical  Care  Founda- 
tion, Inc. — Reference  Committee  C 

Resolution  72-4:  Change  in  Bylaws  to  Permit  Phy- 


sicians to  Retire  at  62  or  Permanently  Disabled  to  Re- 
tain Membership — Reference  Committee  B 

Resolution  72-5:  Attorney  General’s  Ruling  on  Po- 
diatry Practice  Privileges — Reference  Committee  B 
Resolution  72-6:  Free  Choice  of  Billing  Under  Med- 
icaid— Reference  Committee  B 

Resolution  11-1  \ Recovery  of  Costs  Incurred  in  Fee 
Collections — Reference  Committee  B 

Resolution  72-8:  Commendation  of  John  L.  Moore, 
Jr.,  and  Firm  of  Alston,  Miller  and  Gaines — Reference 
Committee  A 

Resolution  72-9:  Legislative  Indoctrination  Session 
— Reference  Committee  B 

Speaker  Rogers  then  called  for  additional  resolu- 
tions and  none  were  received. 

Speaker  Rogers  then  expressed  his  appreciation 
to  those  members  of  the  House  serving  on  Refer- 
ence Committees,  on  the  Credentials  Committee 
and  the  Tellers  Committee. 

The  Speaker  announced  that  the  business  of  the 
First  Session  of  the  House  of  Delegates  had  been 
completed,  and  that  the  House  would  stand  ad- 
journed at  12:10  p.m.,  until  the  convening  of  the 
Second  Session  of  the  House  on  Sunday,  May  14, 
1972,  at  9:00  a.m.  Speaker  Rogers  then  turned  the 
gavel  over  to  President  W.  C.  Mitchell  to  convene 
the  Special  General  Assembly  program. 


MAG  General  Assembly 

118th  Annual  Session  of  the  Medical  Association  of  Georgia 

Friday,  May  12,  1972 


General  Assembly  of  the  118th  Annual 
Session  of  the  Medical  Association  of  Georgia  was 
called  to  order  by  President  W.  C.  Mitchell,  Smyr- 
na, at  12:10  p.m.,  in  the  Ballroom  of  the  Macon 
Hilton  Hotel,  Macon,  Georgia,  on  Friday,  May  12, 
1972. 

Dr.  Mitchell  promised  the  assembly  an  interesting 
program  and  an  outstanding  speaker.  He  reminded 
them  that  there  are  those  who  would  encroach  upon 
the  profession  and  that  the  Federal  government  is 
constantly  at  their  heels  these  days.  He  then  called 
upon  Dr.  Preston  D.  Ellington  to  introduce  the 
speaker  for  the  General  Assembly. 

In  introducing  Dr.  H.  E.  Godfrey,  Dr.  Ellington 
made  the  following  remarks.  “Dr.  Godfrey  took  his 
medical  degree  at  Manchester  University,  in  Man- 


chester, England.  Subsequently  he  spent  four  years 
in  hospital  training  and  served  in  the  merchant 
navy  for  one  year.  In  1957,  he  took  an  appoint- 
ment as  an  assistant  to  the  health  center  attached 
to  Manchester  University  after  which  he  entered  gen- 
eral practice.  He  now  spends  about  half  of  his 
working  week  as  the  medical  officer  in  charge  of 
the  Northern  Female  Prison  establishment.  Dr.  God- 
frey will  speak  to  us  on  ‘Government  Controlled 
Medical  Care.’  ” 

Following  Dr.  Godfrey’s  presentation.  Dr.  Mitch- 
ell thanked  him  for  coming  to  be  with  us,  and  re- 
minded those  present  that  the  afternoon  session 
would  begin  at  2:00  p.m.,  and  would  consist  of  a 
panel  entitled,  “Health  Care  Deliver}'  Systems, 
Past,  Present  and  Future.”  Dr.  Mitchell  then  ad- 
journed the  Assembly  at  1:05  p.m. 
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MAG  Annual  Banquet 

118th  Annual  Session  of  the  Medical  Association  of  Georgia 

Saturday,  May  13,  1972 


HE  Annual  Banquet  of  the  1 1 8th  Annual  Ses- 
sion of  the  Medical  Association  of  Georgia  was  held 
in  the  Ballroom  of  the  Macon  Hilton  Hotel,  Macon, 
Georgia,  following  a reception  sponsored  by  the 
Bibb  County  Medical  Society,  the  Georgia  Bank 
and  Trust  Company  of  Macon,  and  the  Security  Life 
Insurance  Company. 

The  invocation  was  offered  by  Mr.  Edwin  F. 
Smith,  Executive  Director  of  the  Medical  Associa- 
tion of  Georgia. 

Following  dinner  President  Mitchell  introduced 
those  sitting  at  the  head  table  as  follows:  Mrs.  W.  C. 
Mitchell,  President-Elect  F.  William  Dowda  and 
Mrs.  Dowda;  Secretary  J.  Rhodes  Haverty  and  Mrs. 
Haverty;  Chairman  of  Council  C.  Emory  Bohler 
and  Mrs.  Bohler;  Auxiliary  President  Mrs.  George 
W.  Statham  and  Dr.  Statham;  AMA  Auxiliary 
President,  Mrs.  G.  Prentiss  Lee;  MAG  Auxiliary 
President-Elect,  Mrs.  Cliff  Moore,  Jr.,  and  Dr. 
Moore;  Bibb  County  Medical  Society  Auxiliary 
President,  Mrs.  Richard  L.  Hanberry  and  Dr.  Han- 
berry;  Bibb  County  Medical  Society  President,  Dr. 
L.  E.  Dickey,  Jr.,  and  Mrs.  Dickey;  Bibb  County 
Medical  Society  Auxiliary  Local  Arrangements  Co- 
Chairman,  Mrs.  Ralph  G.  Newton  and  Dr.  Newton; 
and  Bibb  County  Medical  Society  Auxiliary  Local 


Arrangements  Co-Chairman,  Mrs.  A.  H.  S.  Weaver 
and  Dr.  Weaver. 

President  Mitchell  then  acknowledged  MAG’s 
continuing  interest  in  Georgia’s  two  outstanding 
medical  schools,  as  he  presented  to  them  unrestrict- 
ed grant  monies  in  the  form  of  AMA-ERF  checks 
raised  by  contributions  from  physicians  and  the 
Woman’s  Auxiliary  during  the  preceding  year.  Dr. 
Mitchell  presented  the  checks  as  follows: 

To  Dr.  Curtis  Carter,  acting  dean  of  the  Medical 
College  of  Georgia,  a check  for  the  Medical  Col- 
lege of  Georgia  in  the  amount  of  $5,341.54. 

To  Dr.  Arthur  Richardson,  Dean,  Emory  Univer- 
sity School  of  Medicine,  a check  in  the  amount  of 
$6,530.88. 

Certificates  of  Appreciation 

President  Mitchell  then  presented  Certificates  of 
Appreciation  to  Mrs.  George  W.  Statham,  Presi- 
dent of  the  Auxiliary  to  the  Medical  Association  of 
Georgia  for  the  year  1971-72;  to  Dr.  J.  Rhodes 
Haverty,  MAG  Secretary,  1966-72;  and  to  Dr.  Har- 
ry B.  O’Rear,  as  president  of  the  Medical  College  of 
Georgia  from  1960  to  1972. 

Scientific  Exhibits  Awards 


Mrs.  George  W. 
Statham,  1971-72 
President,  Wom- 
an’s Auxiliary  to 
MAG, 


Dr.  John  N.  McClure,  Atlanta,  chairman  of  the 
MAG  Committee  on  Scientific  Exhibits,  was  then 
called  on  by  President  Mitchell  to  announce  the 
winners  in  the  1972  Scientific  Exhibit  as  follows: 

First  Place — “Examination  of  the  Hand” — James  L. 
Becton,  M.D.  and  Joe  D.  Christian,  Jr.,  M.D.,  Augus- 
ta, Georgia. 

Second  Place — “Case  Vignettes  from  a Community 
Hospital” — Department  of  Pathology,  Medical  Cen- 
ter of  Central  Georgia,  Macon,  Georgia. 

Third  Place — “Middle  Georgia  Council  on  Drugs” 
— Robert  Donner,  M.D.,  president  of  the  council,  spon- 
sored by  the  Bibb  County  Medical  Society,  Macon, 
Georgia. 

Golf  Prizes 

President  Mitchell  announced  that  some  excel- 
lent scores  had  been  carded  by  those  participating 
in  the  MAG  Golf  Tournament  and  called  on  Dr. 
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Richard  L.  Hanberry  to  announce  the  winners.  The 
winners  were : 

Low  Gross — (1)  J.  L.  Mulherin,  (2)  C.  S.  Mul- 
herin,  (3)  Clint  Schlottman,  (4)  Luther  Wolff,  (5) 
Frank  Eldridge. 

Low  Calloway  Net — (1)  Harrison  L.  Rogers,  (2) 
Fernando  Lopez,  (3)  Roy  Denney,  (4)  Seab  Reeves, 
(5)  Charles  Richardson,  Jr. 

Women’s  Low  Calloway  Net — Mrs.  Lefreda  Adair. 

Tennis  Prizes 

Dr.  Mitchell  then  called  on  Dr.  Milton  I.  John- 
son to  announce  the  winners  in  the  Tennis  Tourna- 
ment and  make  the  presentation  of  prizes  as  fol- 
lows ; 

Men’s  Singles  Winner — Dr.  John  H.  Angell. 

Men’s  Singles  Runner-up — Dr.  William  Moretz. 

Women’s  Singles  Winner — Mrs.  Gee  Homeyer. 

Women’s  Singles  Runner-up — Mrs.  Anita  Ethridge. 

Art  Exhibit  Prizes 

President  Mitchell  then  recognized  Mrs.  Joyce 
Johnson,  substituting  for  Mrs.  Ed  Roe  Stamps,  to 
announce  the  winners  of  the  Art  Exhibit  and  make 
the  presentation  of  prizes  as  follows : 

Painting  First  Prize — Mrs.  Renee  Hernandez 

Painting  Second  Prize — Dr.  Roy  Ward 

Painting  Third  Prize — Mrs.  George  W.  Statham 

Painting  Honorable  Mention — Mrs.  J.  R.  Hutchin- 
son, Mrs.  Hugh  Gibson 

Arts  and  Crafts — First  Prize — Mrs.  Martha  Ann 
Poole 

Arts  and  Crafts — Second  Prize — Hernando  Fernan- 
dez (son  of  Dr.  and  Mrs.  Hernando  Fernandez) 

Arts  and  Crafts — Honorable  Mention — Dr.  Leonard 
Campbell 

Photography — First  Prize — Dr.  Alex  P.  Jones 

Needle  Work — First  Prize — Mrs.  Paul  T.  Scoggins 

Needle  Work — Second  Prize — Dr.  J.  Benham  Stew- 
art 


Children’s  Division 

First  Prize — Connie  Dean  Meadors  (daughter  of 
Dr.  and  Mrs.  Henry  D.  Meadors) 

Second  Prize — Alice  Washburn  (daughter  of  Dr. 
and  Mrs.  Lawrence  Washburn) 

Third  Prize — Pat  Sullivan  (son  of  Dr.  and  Mrs. 
Daniel  B.  Sullivan) 

Medical  Mile 

President  Mitchell  then  recognized  Dr.  W.  L.  Wil- 
liams, who  announced  that  Dr.  Richard  L.  Benson, 
of  Douglas,  was  the  1972  winner  of  the  Medical 
Mile. 

Civic  Endeavor  Award 

President  Mitchell  reminded  the  members  present 
that  the  1968  House  of  Delegates  had  created  the  j 
Civic  Endeavor  Award  to  recognize  outstanding  | 
public  service  and  participation  in  civic  activities. 
He  stated  that  this  coveted  award  is  presented  to  i 
the  individual  selected  by  the  secret  committee  on  j 
awards  from  nominees  submitted  by  component  j 
county  medical  societies.  Dr.  Mitchell  announced 
that  the  1972  recipient  of  the  civic  endeavor  award  ; 
was  Dr.  William  E.  Lewis  of  Macon. 

President  Mitchell  observed  that  Incoming  Presi- 
dent F.  William  Dowda  would  take  the  oath  of  of- 
fice at  the  business  session  the  following  day.  How- 
ever, he  stated  that  he  would  like  to  symbolically 
pass  the  torch  of  leadership  to  Dr.  Dowda  at  that 
time,  and  accordingly  requested  Dr.  Dowda  to  join 
him  at  the  podium. 

Dr.  Dowda  expressed  his  appreciation  to  Dr. 
Mitchell,  and  introduced  Mrs.  Dowda  and  quoted 
briefly  from  remarks  of  Dr.  Otto  Page,  Past  President 
of  the  American  Society  of  Internal  Medicine. 

Dr.  Mitchell  then  introduced  the  entertainment 
for  the  evening — The  Chicago  Gaslight  Road  Show. 


SAFE  USE  OF  ETHYL  PARATHION 


The  Georgia  Department  of  Agriculture  has  en- 
tered into  an  agreement  with  the  U.  S.  Department  of 
Agriculture  to  furnish  information  which  will  help  to 
insure  the  safe  use  of  ethyl  parathion  as  an  insecticide 
in  the  State  of  Georgia. 

Ethyl  parathion  is  an  organic  phosphate  which  is 
being  used  extensively  in  the  agricultural  areas  of  the 
state.  As  is  characteristic  of  the  organic  phosphates  as 
a group,  it  is  poisonous  through  ingestion,  inhalation 
and  dermal  absorption. 


The  organic  phosphates  are  cholinesterase  inhibitors 
and  the  symptoms  of  poisoning  are  those  of  parasym- 
pathetic stimulation.  Symptoms  include  blurred  vision, 
excessive  perspiration,  salivation,  tightness  in  the  chest, 
nausea  and  non-reactive  pinpoint  pupils. 

Atropine  is  the  preferred  antidote.  2-PAM  is  also 
antidotal  and  may  be  used  in  conjunction  with  atro- 
pine. 
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MAG  General  Session 
(Second  General  Business  Session) 

118th  Annual  Session  of  the  Medical  Association  of  Georgia 

Sunday,  May  14,  1972 


T^he  Second  General  Session  of  the  118th  An- 
nual Session  of  the  Medical  Association  of  Georgia 
was  called  to  order  Sunday,  May  14,  1972  by  Presi- 
dent W.  C.  Mitchell,  of  Smyrna,  at  9:00  a.m.,  in 
the  Ballroom  of  the  Macon  Hilton  Hotel,  Macon, 
Georgia. 

President  Mitchell  opened  the  meeting  with  the 
traditional  reading  of  the  memorial  list  of  those  col- 
leagues who  had  died  since  the  1971  Annual  Ses- 
sion as  follows : 

William  W.  Aiken,  Lyons,  August  9,  1971 
Robert  T.  Anderson,  Dublin,  December  1,  1971 
J.  D.  Applewhite,  Macon,  November  7,  1971 

E.  T.  Arnold,  Jr.,  Hogansville,  May  8,  1971 
Cecil  N.  Brannen,  Moultrie,  November  28,  1971 
Glenn  J.  Bridges,  Atlanta,  February  26,  1972 
Walter  H.  Bush,  Macon,  June  6,  1971 

Guy  L.  Calk,  Atlanta,  November  5,  1971 

P.  O.  Chaudron,  Cedartown,  December  21,  1971 

R.  E.  Dyer,  Atlanta,  June  2,  1971 

William  R.  Edwards,  Jr.,  Atlanta,  September  1,  1971 

Richard  F.  Graves,  Winder,  December  11,  1971 

J.  H.  Grubbs,  Molena,  1971 

Richard  Heath,  Edison,  February  27,  1972 

A.  C.  Hohn,  Atlanta,  October  21,  1971 

Robert  E.  Huie,  Decatur,  November  8,  1971 

Conway  Hunter,  Atlanta,  September  7,  1971 

David  F.  James,  Atlanta,  July  26,  1971 

A.  M.  Knight,  Jr.,  Waycross,  October  18,  1971 

G.  H.  Lang,  Savannah,  January  3,  1972 
John  P.  Lindsay,  Decatur,  January  10,  1972 

F.  M.  Martin,  Shellman,  November  10,  1971 
A.  I.  Miller,  Marietta,  July  15,  1971 

James  F.  Olley,  Atlanta,  February  13,  1972 
William  K.  Philpot,  Sr.,  Augusta,  May  8,  1972 
Vernon  E.  Powell,  Atlanta,  October  4,  1971 
George  H.  Preston,  Atlanta,  March  6,  1972 
Albert  A.  Rosenberg,  Atlanta,  December  9,  1971 
Scott  L.  Tarplee,  Atlanta,  January  4,  1972 
Frank  H.  Thomas,  Valdosta,  October  18,  1971 
Ernest  Thompson,  Marietta,  July  14,  1971 
Angvald  Vickoren,  Forest  Park,  January  21,  1972 
Ernest  F.  Wahl,  Thomasville,  October  8,  1971 

H.  G.  Weaver,  Macon,  December  22,  1971 
William  O.  White,  Augusta,  September  1,  1971 
L.  L.  Whitley,  Athens,  December  2,  1971 

F.  M.  Woodall,  Thomaston,  September  10,  1971 

President  Mitchell  then  recognized  the  Reverend 


Frank  K.  Allen,  Rector,  St.  Paul’s  Episcopal  Church 
of  Macon  for  the  purpose  of  delivering  the  invoca- 
tion and  leading  the  assembly  in  brief  observance  of 
the  Sabbath. 

Certificates  of  Appreciation 

President  Mitchell  recognized  Secretary  J.  Rhodes 
Haverty,  M.D.  to  present  MAG  Certificates  of  Ap- 
preciation to  individuals  deserving  of  special  recog- 
nition for  their  contributions  to  medicine  as  follows: 

W.  C.  Mitchell,  M.D.,  as  MAG  President  1971-72; 
C.  E.  Bohler,  M.D.,  as  Chairman,  MAG  Council 
1969-72;  John  S.  Atwater,  M.D.,  as  Treasurer  1962- 
72;  Henry  D.  Scoggins,  M.D.,  as  First  Vice  President 
1971-72;  Mr.  Ben  Porter  for  Contributions  to  Legisla- 
tive Services;  Harrison  L.  Rogers,  Jr.,  M.D.  as  MAG 
Chairman  of  Committee  on  State  Legislation;  James 
A.  Kaufmann,  M.D.,  for  Outstanding  Service  to  Health 
Care  Legislation;  J.  L.  Mulherin,  M.D.,  as  Richmond 
County  Councilor  1969-72;  M.  Freeman  Simmons, 
M.D.,  as  DeKalb  County  Councilor  1971-72;  Nor- 
man P.  Gardner,  M.D.,  as  Councilor  1970-72;  Donald 
J.  McKenzie,  M.D.,  as  Vice  Councilor  1969-72;  Mr. 
Edwin  F.  Smith,  Executive  Director;  Beverly  W. 
Forrester,  M.D.,  as  Chairman,  Board  of  Health;  Earl 
T.  McGhee,  M.D.,  as  Vice  Chairman,  Board  of  Health; 
J.  T.  Mercer,  DVM,  as  Secretary,  Board  of  Health; 
John  Kirk  Train,  M.D.,  as  Member,  Board  of  Health; 
W.  Frank  McKemie,  M.D.,  as  Member,  Board  of 
Health;  James  H.  Sullivan,  M.D.,  as  Member,  Board  of 
Health;  M.  Freeman  Simmons,  M.D.,  as  Member, 
Board  of  Health;  Richard  H.  Smoot,  M.D.,  as  Mem- 
ber, Board  of  Health;  Lamar  B.  Peacock,  M.D.,  as 
Member,  Board  of  Health;  W.  A.  Dickson,  M.D.,  as 
Member,  Board  of  Health;  P.  K.  Dixon,  M.D.,  as  Mem- 
ber, Board  of  Health;  J.  Kenneth  McDonald,  M.D.,  as 
Member,  Board  of  Health;  Mr.  Harrison  Bray,  as 
Member,  Board  of  Health;  Mr.  LeRoy  Claxton,  Ph.G., 
as  Member,  Board  of  Health;  Mr.  John  D.  Marshall, 
Ph.G.,  as  Member,  Board  of  Health;  Mr.  John  E.  Gar- 
ner, as  Member,  Board  of  Health;  A.  C.  Tuck,  D.D.S., 
as  Member,  Board  of  Health;  Wesley  A.  Carr,  D.D.S., 
as  Member,  Board  of  Health;  Mr.  Carl  E.  Pruitt,  as 
Member,  Board  of  Health. 

Dr.  Haverty  then  called  upon  Dr.  Harrison  L. 
Rogers,  Jr.,  of  Atlanta,  to  present  four  special  Cer- 
tificates of  Appreciation  as  follows: 
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GaMPAC  Awards 


! 

j 

i 


Dr.  John  S.  Atwater  receives  a Certificate  of  Apprecia 
tion  for  his  10  years  of  service  to  MAG  as  Treasurer. 


Dr.  Rogers  presented  to  Lt.  Governor  Lester  G. 
Maddox  a certificate  for  outstanding  service  to 
health  care  legislation.  Dr.  Virgle  McEver  pre- 
sented to  Senator  Stanley  E.  Smith,  Jr.,  of  Perry,  a 
certificate  for  outstanding  service  to  health  care 
legislation.  Dr.  Mark  Watkins,  Dublin,  presented  to 
Senator  Hugh  M.  Gillis  of  Soperton,  a certificate 
for  outstanding  service  to  health  care  legislation. 
Dr.  Ronald  F.  Galloway,  Augusta,  presented  to  Sen- 
ator R.  Eugene  Holley,  Augusta,  a certificate  for 
outstanding  service  to  health  care  legislation. 

President  Mitchell  recognized  Chairman  of  Coun- 
cil, C.  Emory  Bohler,  who  presented  Life  Member- 
ship Certificates  in  the  form  of  special  gold  mem- 
bership cards  to  MAG  Life  Members  as  follows : 

H.  H.  Allen,  Decatur;  J.  Rufus  Evans,  Stone  Moun- 
tain; W.  R.  Garner,  Gainesville;  Willard  R.  Golsan, 
Macon;  E.  Leonard  Graydon,  Atlanta;  William  G. 
Hamm,  Atlanta;  J.  Eletcher  Hanson,  Macon;  M.  A. 
Hubert,  Atlanta;  W.  O.  Martin,  Jr.,  Atlanta;  Carl  P. 
Savage,  Montezuma;  Calvin  B.  Stewart,  Atlanta;  J.  W. 
Thurmond,  Augusta;  and  George  A.  Williams,  At- 
lanta. 

Fifty  Year  Awards 

Dr.  Henry  Scoggins,  Augusta,  First  Vice  President, 
was  then  recognized  for  the  purpose  of  presenting 
Fifty  Year  Certificates  and  Pins  to  members  who 
were  graduated  from  medical  school  and  licensed 
to  practice  medicine  50  years  ago: 

Cecil  Brannen,  Moultrie;  James  H.  Byram,  Atlanta; 
Charles  W.  Daniels,  Atlanta;  James  K.  Fancher,  At- 
lanta; Frederick  D.  Funderberg,  Monticello;  Lewis  D. 
Hoppe,  Atlanta;  Zachariah  W.  Jackson,  Atlanta;  Hen- 
ry G.  Mealing,  Augusta;  Curtis  D.  Vinson,  Lizella; 
William  C.  Warren,  Jr.,  Atlanta;  and  Richard  B.  Wil- 
son, Atlanta. 


Dr.  Luther  M.  Vinton,  Jr.,  Avondale  Estates, 
Chairman  of  the  Georgia  Medical  Political  Action 
Committee,  was  recognized  by  President  Mitchell 
for  the  purpose  of  awarding  engraved  plaques  for 
outstanding  contributions  to  the  PAC  movement  in  i 
Georgia; 

Highest  Pereentage  of  GaMPAC  Membership  in  a 4 
County  Medical  Society — Ogeechee  River  Medical  So-  t 
ciety  • 

Highest  Percentage  of  GaMPAC  Membership  in  a . 
Congressional  District — Fourth  District 

Largest  Total  Dollar  Contribution  to  GaMPAC — > 
Medical  Association  of  Atlanta  | 

Distingjiished  Service  Award  ^ 

President  Mitchell  then  stated  that  the  highest  j 
honor  that  the  Medical  Association  of  Georgia  could  1 
bestow  in  recognition  of  service  to  the  Association  | 
was  the  Distinguished  Service  Award.  He  explained 
further  that  this  award  is  not  necessarily  given  an- 
nually, but  is  awarded  only  when  a selection  com- 
mittee deems  a member  to  be  especially  deserving. 
Dr.  Mitchell  then  announced  that  the  1972  recipient 
of  the  Distinguished  Service  Award  was  Dr.  Edwin 
W.  Allen,  Sr.,  of  Milledgeville.  Dr.  Allen  received  a 
standing  ovation  as  he  came  forward  to  receive 
the  award. 

Future  Annual  Session  Sites 

President  Mitchell  then  recognized  Dr.  Preston 
D.  Ellington,  Chairman  of  the  MAG  Committee  on 
Annual  Session,  for  an  announcement  of  future  meet- 
ing sites. 

Dr.  Ellington  announced  that  invitations  had 
been  received  from  local  medical  societies  through 
1980  and  they  are  as  follows: 

1973 —  Augusta 

1974 —  Savannah 

1975 —  Atlanta 

1976 —  Jekyll  Island 

1977 —  Macon 

1978 —  Augusta 

1979 —  Savannah 

1980 —  Atlanta 

At  this  point  President  Mitchell  announced  that 
the  Second  General  Session  was  now  recessed  and 
turned  the  gavel  over  to  Speaker  Rogers  to  con- 
vene the  Second  Session  of  the  MAG  House  of 
Delegates. 
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Second  Session,  House  of  Delegates 

Sunday,  May  14,  1972 


X'he  Second  Session  of  the  House  of  Delegates 
of  the  Medical  Association  of  Georgia  held  in  con- 
junction with  the  118th  Annual  Session  of  the  As- 
sociation was  called  to  order  by  Speaker  Harrison 
L.  Rogers,  Jr.,  M.D.,  of  Atlanta,  at  10:05  a.m.,  in 
the  Ballroom,  Macon  Hilton  Hotel,  Macon,  Georgia. 

The  Speaker  recognized  Delegate  Robert  E.  Wells, 
Atlanta,  for  the  purpose  of  making  a request  for 
support  from  the  doctors  of  Georgia  for  the  Sickle 
Cell  Foundation. 

Speaker  Rogers  called  for  the  report  on  attend- 
ance and  Dr.  Cecil  White  of  Augusta  reporting  for 
the  Committee  on  Credentials  reported  that  over 
40  delegates  were  present  and  accounted  for,  that 
a quorum  was  present  and  therefore  the  House 
could  proceed  with  the  business.  The  Speaker  de- 
clared a quorum  present  and  the  House  of  Dele- 
gates duly  in  session.  The  Credentials  Committee 
made  the  following  complete  report  on  attendance 
at  the  close  of  the  meeting. 

Attendance 

In  a compilation  of  attendance  taken  from  the  of- 
ficial roll,  43  county  medical  societies  were  repre- 
sented by  their  duly  elected  Delegates  or  Alter- 
nates. In  total,  134  Delegates  were  present  at  the 
Second  Session.  They  were  as  follows: 

BALDWIN:  E.  W.  Allen,  Jr.;  BARTOW:  Richard 
A.  Griffin,  III;  BEN  HILL-IRWIN:  Ralph  Roberts; 
BIBB:  C.  G.  Magnan,  A.  H.  S.  Weaver,  G.  C.  Schlott- 
man,  F.  V.  Kay,  Charlotte  Neuberg,  Charles  Duggan, 
J.  F.  Menendez  and  A.  M.  Phillips,  Jr.;  OGEECHEE 
RIVER:  Charles  R.  Richardson;  CARROLL-DOUG- 
LAS-HARALSON:  Phil  C.  Astin  and  J.  Larry  Boss; 
GEORGIA  MEDICAL  SOCIETY:  J.  Patrick  Evans, 
J.  Robert  Logan,  F.  M.  Johnston,  John  Kirk  Train, 
William  G.  Sutlive  and  F.  Debele  Maner;  CHATTA- 
HOOCHEE: Rupert  H.  Bramblett;  CHEROKEE- 

PICKENS:  C.  J.  Roper;  CRAWFORD  W.  LONG: 
F.  M.  McElhannon;  CLAYTON-FAYETTE:  Wells 
Riley;  COBB:  Remer  Y.  Clark,  Charles  Rey,  Donald 
R.  Rooney,  Steve  May,  Janies  H.  Manning,  Gary  Pal- 
mer, F.  Norman  Bowles  and  Luther  G.  Fortson;  COL- 
QUITT: John  P.  Tucker;  COWETA:  W.  E.  Barron; 
DEKALB:  L.  C.  Buchanan,  Knox  Walker,  Jr., 

O.  Wytch  Stubbs,  Robert  M.  Fine,  Roger  R.  Rowell, 
William  J.  Rawls,  P.  E.  Christopher,  Timothy  Har- 
den, Jr.  and  Frank  E.  Morgan,  Jr.;  DOUGHERTY: 
J.  Daniel  Bateman,  C.  D.  Hollis  and  R.  D.  Waller; 
EMANUEL:  Robert  J.  Moye;  FLINT:  J.  T.  Christ- 
mas; FLOYD-POLK-CHATTOOGA:  John  F.  Atha 
and  James  H.  Smith;  MEDICAL  ASSOCIATION  OF 


ATLANTA:  Robert  E.  Wells,  Hugh  S.  Thompson, 
J.  Frank  Walker,  Joseph  S.  Wilson,  Fleming  L.  Jolley, 
Irving  L.  Greenberg,  L.  Newton  Turk,  III,  Paul 
Cronce,  Edwin  Pound,  John  S.  Atwater,  Harrison  L. 
Rogers,  Jr.,  Charles  E.  Todd,  William  D.  Logan,  Spen- 
cer S.  Brewer,  Jr.,  J.  Harold  Harrison,  F.  William 
Dowda,  Joseph  L.  Girardeau,  Keith  Quarterman,  Louis 
Felder,  J.  Rhodes  Haverty,  Frank  L.  Wilson,  William 
W.  Moore,  S.  A.  Shmerling,  Thomas  J.  Anderson, 
William  E.  Huger,  Armand  E.  Hendee,  Don  F.  Cath- 
cart,  Allan  Bleich,  Nicholas  E.  Davies,  W.  Daniel 
Jordan,  Brown  W.  Dennis,  John  K.  Schellack,  James 
A.  Kaufmann,  Bob  G.  Lanier  and  C.  R.  Moorehead; 
GLYNN:  William  J.  Smith,  M.  A.  Glucksman  and 
Benjamin  T.  Galloway,  Jr.;  HABERSHAM:  Thomas 
N.  Lumsden;  HALL:  C.  W.  Whitworth,  Billy  S.  Hard- 
man and  Harvey  M.  Newman;  PEACH  BELT:  H.  E. 
Weems  and  Virgle  W.  McEver;  JACKSON-BANKS: 
E.  W.  Holloway;  LAURENS:  W.  M.  Watkins  and 
Robert  Oliver;  MUSCOGEE:  Jack  Lawler,  Bruce  C. 
Newsom,  Luther  J.  Smith,  B.  Robinson  Maughon  and 
J.  H.  Sullivan;  OCONEE  VALLEY:  George  F.  Green; 
OCMULGEE:  William  E.  Coleman;  RANDOLPH- 
STEWART-TERRELL:  John  Bates;  RICHMOND: 

Menard  Ihnen,  Henry  D.  Scoggins,  J.  K.  McDonald, 
J.  L.  Mulherin,  Stuart  H.  Prather,  Jr.,  Cecil  A.  White, 
Jr.,  Ronald  F.  Galloway,  Preston  D.  Ellington,  James 
L.  Becton,  Luther  M.  Thomas,  Jr.,  William  E.  Bar- 
field  and  George  R.  Mushet;  SOUTH  GEORGIA: 
Charles  Hodges  and  Dewey  Barton;  SPALDING: 
James  Skinner  and  Alex  P.  Jones;  STEPHENS:  Peter 
Lampros;  THOMAS-BROOKS-GRADY:  Frank  R. 

Miller;  TIFT:  Mikell  B.  Karsten;  TROUP:  H.  Hilt 
Hammett;  WALKER-CATOOSA-DADE:  M.  K.  Cure- 
ton  and  Ted  Cash;  UPSON:  T.  A.  Sappington; 
WARE:  S.  William  Clark  and  F.  E.  Davis;  WAYNE: 
Ollie  O.  McGahee;  WHITFIELD:  E.  R.  McGhee  and 
James  J.  Oosterhoudt;  WILKES:  M.  C.  Adair. 

Speaker  Rogers  then  reminded  the  Delegates  that 
election  of  the  Treasurer  was  conditioned  upon  ac- 
ceptance by  the  House  of  a Report  by  the  Commit- 
tee on  Constitution  and  Bylaws  which  authorizes 
election  of  the  Treasurer.  By  consent  this  portion  of 
the  Constitution  and  Bylaws  Report  was  put  to  the 
House.  With  a voice  vote  taken,  the  House  ap- 
proved election  of  the  Treasurer  as  a voting  officer 
of  Council  and  the  Executive  Committee  of  Coun- 
cil. 

Speaker  Rogers  then  recognized  Dr.  J.  Rhodes 
Haverty  for  the  purpose  of  making  an  announcement. 
Dr.  Haverty  stated  that  the  MAG  Legal  Counsel  had 
advised  that  nominations  from  the  floor  could  not 
be  made  at  the  Second  Session  of  the  House  of 
Delegates  unless  nominees  from  previous  Sessions 
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withdrew.  Accordingly  in  an  effort  to  make  pos- 
sible further  nominations  for  the  office  of  Vice 
Speaker  from  the  floor  of  the  House  of  Delegates, 
Dr.  Haverty  announced  his  withdrawal  as  a nominee 
for  the  office  of  Vice  Speaker. 

Speaker  Rogers  then  announced  that  the  floor 
was  open  for  nominations  for  the  office  of  MAG 
Vice  Speaker.  Delegate  Menard  Ihnen  nominated 
Dr.  J.  Rhodes  Haverty  for  the  office  of  Vice  Speak- 
er. There  were  numerous  seconds  from  the  floor 
not  identified. 

Dr.  F.  G.  Eldridge,  Valdosta,  nominated  Dr.  Joe 
Stubbs  for  MAG  Vice  Speaker.  Dr.  Stubbs’  nomina- 
tion was  seconded  by  Dr.  Dan  Jordan  of  Atlanta, 
and  many  other  delegates  from  the  floor  unidenti- 
fied. 

On  motion  duly  made  and  seconded,  it  was  voted 
that  the  nominations  be  closed. 

At  this  point.  Delegate  M.  C.  Adair  moved  the 
affirmative  election  of  all  uncontested  nominees  to 
the  positions  for  which  they  were  nominated  at  the 
First  Session  of  the  House  of  Delegates.  By  a 
voice  vote,  this  action  was  approved,  and  the 
Speaker  declared  those  uncontested  nominees  to  be 
duly  elected. 

Speaker  Rogers  suggested  use  of  the  white  ballot 
in  the  Delegates  Handbook  for  the  purpose  of  voting 
in  the  election  for  MAG  Vice  Speaker  as  the 
printed  ballot  contained  no  provision  for  an  elec- 
tion to  this  office. 

Speaker  Rogers  then  read  the  names  of  the  nom- 
inees in  contested  races  and  they  were  as  follows: 

Second  Vice  President — H.  Hilt  Hammett,  La- 
Grange  and  Virgle  W.  McEver,  Jr.,  Warner  Robins 

Vice  Speaker — J.  Rhodes  Haverty,  Atlanta  and 
Joe  C.  Stubbs,  Valdosta 

At  this  point  balloting  was  conducted  by  the 
Tellers  Committee 


Reference  Committee  Reports 

Speaker  Rogers  then  called  for  reports  from  the 
Reference  Committee  Chairmen.  He  explained  that 
the  matter  of  business  as  introduced  was  to  be  con- 
sidered as  a motion  on  the  floor  and  that  if  no  dis- 
cussion or  dissent  followed  each  portion  of  the  Ref- 
erence Committee  Report,  he  would  rule  the  item 
adopted  as  introduced.  However,  in  the  event  that 
a Reference  Committee  amended  a report  or  pre- 
sented a substitute,  the  House  should  consider  it 
the  motion  before  the  House.  The  Speaker  ex- 
plained that  the  Chair  would  rule  each  item  adopt- 
ed pending  final  vote  on  the  entire  report  of  each 
Reference  Committee. 


Report  of  Reference  Committee  A 
Ralph  Roberts,  M.D.,  Chairman 

Chairman  Roberts  reported  to  the  House  that  re- 
ports and  resolutions  referred  to  Reference  Com- 
mittee A had  been  considered  by  the  Committee 
which  met  at  9:00  a.m.,  in  the  Jasmine  Room, 
Macon  Hilton  Hotel,  Macon,  Georgia,  on  May  13, 
1972.  Members  of  the  Committee  present  included:  ^ 
Ralph  Roberts,  M.D.,  Fitzgerald,  Chairman;  A.  H.  S.  ’ 
Weaver,  M.D.,  Macon,  Vice  Chairman;  Richard  L. 
Benson,  M.D.,  Douglas,  J.  Gary  Palmer,  M.D., 
Marietta  and  Spencer  S.  Brewer,  Jr.,  M.D.,  Atlanta. 

i 

Physician-Lawyer  Liaison  Committee 

J.  Frank  Walker,  M.D.,  Chairman 

The  Joint  Medico-Legal  Committee  of  the  Medical 
Association  of  Georgia  and  the  State  Bar  of  Georgia 
has  continued  to  be  relatively  active  during  this  past 
year  in  its  attempts  to  mediate  and/or  arbitrate  dis- 
putes arising  between  individual  physicians  and  at- 
torneys. At  this  time,  during  the  past  year,  much  of 
the  activity  has  been  by  mail  or  by  telephone. 

I wish  to  congratulate  your  Co-chairman,  Attorney 
Ogden  Doremus,  of  Savannah,  for  his  talents  and  abil- 
ities in  such  activities,  particularly  when  lawyers  com- 
plain. 

Your  Joint  Committee  continues  to  utilize  the 
“Principles  Governing  Physician-Attorney  Relation- 
ships” as  approved  and  adopted  by  the  Medical  Asso- 
ciation of  Georgia  and  the  State  Bar  in  1969. 

RECOMMENDATIONS 

(1)  The  need  to  exert  continued  efforts  to  stimu- 
late the  formation  of  additional  Joint  Medico-Legal 
Committees  at  county  society  levels. 

(2)  The  need  to  continue  to  urge  the  development 
of  additional  presentations  by  or  under  the  direction 
of  the  Joint  Medico-Legal  Committee  to  local  bar  as- 
sociations and/or  county  medical  societies. 

REFERENCE  COMMITTEE  RECOMMENDATION  | 
— Your  reference  committee  recommends  approval  of 
Recommendation  (1)  and  (2);  ^vith  the  additional 
recommendation  that  the  establishment  of  a medical- 
legal  panel  to  arbitrate  professional  liability  suits  be 
referred  to  the  Committee  on  Physician-Lawyer  Liai- 
son for  study. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
Report  of  the  Committee  on  Physician-Lawyer  Liaison 
with  the  additional  recommendation  recommended  by 
the  Reference  Committee.  i 

I 

Quackery  Committee  ! 

James  A.  Kaufm.^nn,  M.D.,  Chairman  \ 

The  Committee  on  Quackery  continued  its  efforts 
to  alert  the  profession  and  make  it  aware  of  the  real 
dangers  inherent  in  chiropractic.  Programs  on  Chiro- 
practic were  put  on  before  the  6th,  7th,  9th  and  10th  i 
District  Medical  Societies — society  meetings  to  which 
all  members  of  the  General  Assembly  from  the  Dis-  i 
trict  were  invited  along  with  the  physician  members  of  I 
the  District  Society. 
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In  its  continuing  effort  to  expose  the  true  cultist  na- 
ture of  Chiropractic  the  Committee  distributed  books, 
pamphlets,  reprints  from  the  Reader’s  Digest  and  other 
pertinent  data. 

At  the  September  meeting  of  the  Committee  it  was 
assumed  that  1972  would  be  the  year  in  which  MAG 
would  take  the  offensive  in  its  attempt  to  stem  the 
growing  menace  of  Chiropractic.  Considerable  back- 
ground work  and  key  contact  work  preceded  this 
meeting.  The  probability  that  MAG  would  proced- 
with  positive  legislation  addressed  to  the  matter  of 
Chiropractic  was  encouraging.  Shortly  thereafter  it 
was  learned  that  the  Executive  Reorganization  Plan 
contemplated  the  abolition  of  the  Board  of  Health  and 
the  merger  of  the  Department  of  Health  into  a new 
super  agency,  Human  Resources. 

MAG  Council  determined  that  defense  of  the  Board 
of  Health  would  be  the  number  one  legislative  priority 
for  1972.  With  virtually  100  per  cent  of  our  time  and 
attention  directed  toward  the  Human  Resources  pro- 
posal we  were  unable  to  give  adequate  attention  to  the 
Chiropractic  matter. 

With  practically  all  of  our  attention  given  to  the 
Human  Resources  proposal  the  Chiropractors  were 
able  to  take  the  offensive  and  made  far  better  prog- 
ress with  their  bill  than  ever  before.  The  bill  spon- 
sored by  the  Chiropractors  is  one  they  called  the  “In- 
surance Equality”  Bill.  Actually  it  was  a compulsory 
bill  that  would  have  forced  all  health  and  accident  in- 
surance policies  to  be  written  (or  re-written)  to  pro- 
vide coverage  for  Chiropractic  services.  There  exists 
no  similar  law  to  require  an  insurance  company  to  pay 
for  physician  services. 

This  bill  (S.  B.  474)  introduced  by  Senator  Pete 
McDuffie  of  Eastman,  passed  the  Senate  31  to  9.  In 
the  House  it  was  favorably  reported  from  the  Com- 
mittee on  Insurance  and  was  temporarily  stalled  in  the 
House  Rules  Committee.  On  the  last  day  of  the  ’72 
Session  the  Rules  Committee  voted  11  to  5 in  favor  of 
keeping  the  bill  off  the  calendar,  thus  making  it  im- 
possible to  be  called  up  for  a vote.  This  took  place  at 
approximately  10:30  a.m.  Less  than  10  hours  later 
the  Rules  Committee  reversed  itself  and  voted  to  put 
the  bill  on  the  calendar.  The  action  of  the  Rules  Com- 
mittee was  in  obvious  response  to  the  pressure  exert- 
ed by  the  Chiropractors  and  their  legislative  allies  on 
the  last  night  of  the  Session.  Throughout  the  final  day 
there  were  more  than  100  Chiropractors  roaming  the 
halls  of  the  Capitol  “lobbying”  in  behalf  of  their  bill. 

The  bill  was  ultimately  called  up  for  a vote  and 
failed  to  pass  by  a very  slim  two  votes.  (All  bills  must 
receive  98  votes — only  two  short  of  the  required  num- 
ber.) There  were  only  43  votes  cast  in  opposition  to 
this  bill. 

The  closeness  of  the  vote  will  undoubtedly  inspire 
and  encourage  the  Chiropractors  to  come  back  again 
next  year  and  have  another  go  at  it.  This  year  will  be 
an  election  year — all  seats  in  the  General  Assembly 
are  up  for  election — and  votes  for  or  against  ihe  Chiro- 
practic bill  will  (and  should)  be  garnered  by  the  basket 
load  this  summer  and  fall. 

The  two  vote  spread  was  the  closest  MAG  has  ever 
come  to  losing  on  a Chiropractic  bill.  In  the  past  we 
have  succeeded  in  defeating  such  bills  in  the  first 
Committee  to  which  they  have  been  assigned.  We 
have  never  had  a floor  vote  on  Chiropractic  in  the 
memory  of  anyone  presently  associated  with  legislative 


activities.  The  reason  we  had  one  this  year  is  simple: 
With  our  attention  fully  given  to  Human  Resources 
we  simply  lacked  the  time  in  which  to  adequately 
inform  the  members  of  the  General  Assembly  as  to 
the  real  dangers  in  voting  for  a bill  of  the  type  spon- 
sored by  the  Chiropractors.  This  House  of  Delegates 
has  the  assurance  of  the  Committee  that  this  will  not 
happen  again. 

Chiropractic  remains  the  overriding  quackery  prob- 
lem in  Georgia.  Effectively  controlling  Chiropractic 
remains  the  number  one  objective  of  our  Committee 
on  Quackery. 

RECOMMENDATIONS 

Your  Committee  recommends  that  the  Committee 
on  Quackery  be  continued  and  that  it  continue  to 
lead  the  entire  medical  profession  in  efforts  to  combat 
the  spread  of  Chiropractic;  and  that  at  the  appropriate 
time  legislation  to  curb  the  activities  of  Chiropractors 
be  sponsored  with  aggressive  support  from  all  sectors 
of  the  profession. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval 
with  commendation. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Quackery. 

Professional  Conduct  and  Medical  Ethics 
Committee 

T.  A.  Sappington,  M.D.,  Chairman 

There  have  been  two  meetings  of  the  committee 
during  the  past  year.  The  first  at  the  Committee  Con- 
clave and  the  second  at  the  request  of  the  MAG  Coun- 
cil to  study  requests  of  Podiatrists  requesting  appoint- 
ment to  hospital  staffs  in  Augusta.  The  committee 
recommended  to  Council  that  Podiatrists  not  be  grant- 
ed staff  privileges  in  hospitals  in  Georgia. 

All  complaints  concerning  Medical  Ethics  and  Pro- 
fessional Conduct  received  by  the  committee  have 
been  referred  to  the  local  medical  society  for  their  ac- 
tion. A quarterly  report  of  complaints  received  by  the 
committee  is  sent  to  each  member  of  the  committee. 
This  has  been  of  great  value  as  each  of  the  committee 
is  being  kept  informed  of  all  complaints  received. 

At  the  request  of  Council,  the  Chairman  of  this  com- 
mittee met  with  Dr.  Louis  O.  J.  Manganiello,  Chair- 
man of  the  State  Board  of  Medical  Examiners,  in  Au- 
gusta, to  discuss  the  possibility  of  establishing  a State 
Medical  Disciplinary  Board.  MAG  legal  staff  has  been 
requested  to  draft  such  legislation  to  be  studied  by  this 
committee  and  the  State  Board  of  Medical  Examiners 
so  that  a proper  and  satisfactory  bill  can  be  decided 
on  and  then  to  present  it  to  the  State  Legislature  after 
such  a bill  has  been  approved  by  both  the  State  Board 
of  Medical  Examiners  and  the  Medical  Association  of 
Georgia. 

There  still  seems  to  be  a conflict  in  the  Constitu- 
tion and  Bylaws  of  the  Medical  Association  of  Atlanta 
and  the  Constitution  and  Bylaws  of  the  Medical  Asso- 
ciation of  Georgia  as  to  who  should  assume  respon- 
sibility of  primary  investigation  of  complaints  con- 
cerning Professional  Conduct  and  Medical  Ethics. 

RECOMMENDATION 

I feel  that  the  Constitution  and  Bylaws  of  the 
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Medical  Association  of  Atlanta  should  be  changed  so 
as  to  not  be  in  conflict  with  the  Constitution  and  By- 
laws of  the  Mother  Organization — The  Medical  Asso- 
ciation of  Georgia. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval 
with  the  deletion  of  the  words  “Mother  Organization” 
in  line  5 on  Page  2 of  the  report,  so  that  the  recom- 
mendation would  read:  “I  feel  that  the  Constitution 
and  Bylaws  of  the  Medical  Association  of  Atlanta 
should  be  changed  so  as  to  not  be  in  conflict  with  the 
Constitution  and  Bylaws  of  the  Medical  Association 
of  Georgia.” 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Professional  Conduct  and 
Medical  Ethics. 

Maternal  and  Infant  W elf  are  Committee 

Eugene  L.  Griffin,  M.D.,  Chairman 

Under  the  chairmanship  of  Dr.  Eugene  Griffin  this 
Committee  continued  in  1971  to  study  in  detail  each 
maternal  death  from  information  obtained.  It  also 
concerned  itself  with  other  matters  pertaining  to  ma- 
ternal and  infant  health  in  the  State  of  Georgia.  Major 
areas  of  activity  are  listed  below. 

LIVEBIRTHS  AND  BIRTH  RATE 

There  were  95,584  livebirths  in  1970.  The  birth 
rate  increased  to  20.7  (19.4  in  1969).  This  increase  in 
birth  rate  was  due  to  an  increase  of  the  white  live- 
birth  rate  from  17.8  in  1969  to  19.3  in  1970.  The 

non-white  livebirth  rate  increased  in  the  past  year 

from  24.1  in  1969  to  24.8  in  1970.  (Preliminary 
data  indicate  that  there  were  approximately  95,000 
livebirths  in  1971.)  Hospital  deliveries  reached  a high 
of  96.9  per  cent  compared  to  a rate  of  95.8  per  cent 
in  1969. 

MIDWIEE  ACTIVITIES 

There  were  2,492  (2.6  per  cent)  livebirths  attend- 
ed by  midwives  in  1970.  This  represented  a decrease 

of  687  or  21.6  per  cent  less  than  the  previous  year. 

In  1970,  more  than  8,000  hospital  deliveries  were 
paid  for  under  Medicaid  (Title  XIX) . 

MATERNAL  MORTALITIES 

There  were  36  maternal  deaths  in  Georgia  in  1970 
out  of  a total  of  95,584  livebirths.  The  death  rate  of 
3.8  per  10,000  livebirths  represented  an  increase  from 
the  3.2  rate  of  1969.  The  leading  causes  were  abortion 
(6)  and  toxemia  (6).  Also  of  significance  were  pul- 
monary embolus  (3);  ectopic  (3);  and  hemorrhage 
(3). 

IMMATURE  BIRTHS 

In  1970  there  were  8,688  immature  livebirths  (313 
more  than  in  1969)  for  a rate  of  90.9  per  1,000  live- 
births (decrease  from  92.9  in  1969).  Immaturity  at 
birth  is  twice  as  frequent  in  the  nonwhite  as  in  the 
white  race.  It  is  also  significant  that  immaturity  oc- 
curs more  frequently  in  livebirths  to  the  mother  under 
18  in  both  races. 


Per  Cent  of  Immature 

Livebirths — 1968-1970 

1968 

1969 

1970 

White  

7.3 

7.0 

7.1 

Nonwhite  

13.8 

14.1 

13.4 

White  Under  18  

10.9 

9.9 

10.0 

White  18  to  39  

6.9 

6.8 

6.9 

Nonwhite  Under  18  

17.3 

16.3 

16.0 

Nonwhite  18  to  39  

13.2 

13.7 

12.9 

BIRTHS  TO  UNWED  MOTHERS 

There  were  11,029  livebirths  to  unwed  mothers,  an 
increase  of  848  over  the  previous  year.  The  rate  rose 
from  112.9  to  115.4  between  1969  and  1970.  Live- 
births to  white  unwed  mothers  (2,418)  increased  272, 
and  livebirths  to  unwed  nonwhite  mothers  (8,611)  in- 
creased 576  from  the  previous  year.  Immaturity  at 
birth  is  significantly  influenced  by  marital  status  both 
generally  and  racially. 


Per  Cent  of  Immature 

Livebirths — 1968-1970 

1968 

1969 

1970 

Married  

8.8 

8.6 

8.3 

Unmarried  

14.2 

14.4 

14.5 

White  Married  

7.1 

6.8 

7.0 

White  Unmarried  

11.1 

11.4 

10.3 

Nonwhite  Married 

13.1 

13.6 

11.2 

Non  white  Unmarried  

15.0 

15.2 

15.6 

LIVEBIRTHS  TO  GRAND  MULTIPARA 

A total  of  5,107  livebirths  (5.4  per  cent)  in  1970 
were  in  the  order  of  sixth  and  over,  compared  to 
5,661  livebirths  (6.3  per  cent)  in  1969.  Since  1960  the 
per  cent  of  first  and  second  births  to  a mother  has  been 
increasing  in  both  races.  However,  the  per  cent  of 
births  in  the  order  of  third  or  greater  have  shown  sig- 
nificant declines.  In  1960,  41.3  per  cent  of  all  white 
births  were  in  the  order  of  third  and  greater.  In  1970 
this  had  declined  to  28.0  per  cent.  The  percentage  of 
third  and  greater  order  livebirths  among  the  nonwhite 
has  declined  from  60  6 per  cent  in  1960  to  39.0  per 
cent  in  1970. 

ADOLESCENT  PREGNANCIES 

Livebirths  to  adolescents  representing  19.6  per  cent 
of  all  livebirths  in  1960  have  increased  to  23.4  per 
cent  of  all  livebirths  in  1970.  There  were  9,063  live- 
births to  mothers  under  18  years  of  age  out  of  the 
total  of  22,331  adolescent  livebirths.  Of  the  livebirths 
to  unwed  mothers  54.3  per  cent  were  to  adolescents. 
One  out  of  every  eight  infants  liveborn  to  an  adoles- 
cent is  immature  by  weight  at  birth. 

NUTRITION 

All  counties  have  some  supplemental  type  of  food 
program  for  pregnant  mothers.  One  hundred  and  thir- 
teen have  Eood  Stamp  Programs  and  46  have  the  Sur- 
plus Commodity  Program.  Because  of  the  number  of 
different  state  and  federal  agencies  involved  in  the  food 
programs  there  is  a great  discrepancy  of  service  to  the 
consumer  between  various  counties  in  the  state. 
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PERINATAL  MORBIDITY  AND  MORTALITY 

Because  of  the  recommendations  of  the  committee 
and  the  Medical  Association  of  Georgia  relating  to 
medical  information  to  be  obtained  with  the  birth 
certificate,  the  Department  of  Public  Health  has 
studied  methods  of  obtaining  confidential  medical  data 
and  adopted  a new  Certificate  of  Livebirth  which  will 
meet  the  needs  for  vital  registration  as  well  as  medical 
biostatistical  analysis.  A tentative  target  date  of  July, 
1972,  has  been  set  for  the  new  certificate. 

THERAPEUTIC  ABORTION 

According  to  records  received  by  the  Georgia  De- 
partment of  Public  Health,  there  were  1,754  thera- 
peutic abortions  performed  in  Georgia  in  1971.  This 
was  a rate  of  approximately  20  per  1,000  livebirths 
estimated  for  the  year.  The  following  are  reports  for 
the  years  1968  through  1971: 

FAMILY  PLANNING 

As  of  December  31,  1971,  there  were  48,000  women 
actively  participating  in  the  State  Health  Department 
Family  Planning  Program  (1970 — 36,000).  This  num- 
ber is  based  upon  proven  continuous  active  contra- 
ceptors  by  current  records  in  the  State  data  collection 
computerized  evaluation  system.  The  number  is  on 


the  conservative  side,  as  it  does  not  include  a large 
number  of  women  who  received  services  before  the 
institution  of  the  current  record  system  and  who  may 
well  be  continuing  as  active  contraceptors.  During  the 
calendar  year  1971  there  were  37,500  admissions  to 
service  and  a total  of  106,000  follow-up  visits  pro- 
vided through  Health  Department  clinics.  The  great- 
est determent  to  more  rapid  expansion  of  this  pro- 
gram has  been  the  lack  of  sufficient  physician  time  for 
services. 

CERVICAL  CANCER  SCREENING  PROGRAM 

During  fiscal  year  1971  the  Statewide  Cervical  Can- 
cer Screening  Program  sponsored  by  the  Georgia  De- 
partment of  Public  Health  provided  Pap  smears  to  in- 
digent and  medically  indigent  patients  receiving  health 
service  from  local  health  departments  for  over  38,000 
women.  Since  the  beginning  of  the  program  in  1967, 
approximately  108,000  Pap  smears  have  been  done, 
and  a diagnosis  of  malignancy  has  been  made  in  275 
cases.  Eighty-five  per  cent  of  the  malignancies  were 
preinvasive  carcinoma  of  the  cervix  (235),  and  only 
15  per  cent  (40)  were  invasive  carcinoma  of  the  cer- 
vix. Treatment  of  diagnosed  cases  has  been  provided 
by  state  assisted  tumor  clinics  and  by  private  physi- 
cians. 


STATE  ABORTION  REPORTING  SUMMARY  FOR  GEORGIA,  1968  TO  1971 


Year  End  Totals  Yeai’  End  Totals 


1968 

1969 

1970 

1971 

1968 

1969 

1970 

1^71 

1.  Number  of  abortions  . . . 

73 

168 

701 

1,579 

b.  1 

1 

34 

98 

253 

2.  Number  of  live  births  . . 

87,322  90,195  95,584  95,322 

c.  2 

20 

23 

113 

273 

3.  Deaths  related  to  legal 

d.  3 

11 

15 

111 

212 

abortion 

e.  4 

8 

7 

48 

90 

4.  Number  of  deaths  sec- 

f.  5 or  more  

5 

8 

33 

100 

ondary  to  non-hospital 

g.  Unknown  

2 

0 

1 

5 

abortions  

10.  Residency 

5.  Race 

a.  In-state  

73 

168 

701 

1,579 

a.  White  

69 

147 

567 

1,036 

b.  Out-of-state  

b.  Black  

3 

21 

133 

538 

11.  Reasons,  if  apnlicable 

c.  Spanish-American  . . . 

1 

0 

1 

5 

a.  Maternal  physical 

d.  Other  

0 

0 

0 

0 

health  

16 

23 

59 

217 

e.  Unknown 

b.  Maternal  mental  health 

30 

103 

521 

4«4 

6.  Age 

c.  Fetal  deformity  

24 

29 

36 

34 

a.  Less  than  15  

4 

85 

32 

64 

d.  Rape  or  incest  

3 

9 

12 

10 

b.  15-19  

5 

42 

172 

418 

e.  Contraceptive  failure  . 

0 

1 

9 

71 

c.  20-24  

12 

41 

160 

429 

f.  Social  or  economic 

d.  25-29  

25 

36 

151 

258 

hardship  

0 

0 

58 

743 

e.  30-34  

11 

24 

88 

201 

g.  Other  

0 

3 

6 

20 

f.  35-39  

11 

11 

67 

140 

h.  Unknown  

0 

0 

0 

0 

g.  40-44  

4 

8 

28 

64 

12.  Abortion  procedure 

h.  More  than  45  

0 

1 

3 

5 

a.  Suction  D & C 

8 

9 

1*^7 

400 

i.  Unknown 

1 

0 

0 

0 

b.  Surgical  D & C .... 

26 

85 

279 

553 

7.  Weeks  of  gestation  (from 

c.  Saline  induction  .... 

6 

12 

95 

234 

1st  day  of  last  menstrual 

d.  Prostaglandins  

0 

0 

0 

0 

period) 

e.  Hysterotomy  

7 

14 

27 

33 

a.  8 or  less  

24 

41 

201 

467 

f.  Hysterectomy  

7 

9 

48 

99 

b.  9-12  

27 

68 

326 

713 

g.  Other  

1 

0 

6 

4 

c.  13-16  

13 

?6 

73 

162 

h.  Unknown  

18 

46 

109 

256 

d.  17-20  

6 

17 

82 

224 

13.  Number  of  women  who 

e.  21-24  

1 

3 

16 

8 

had  sterilization  oroce- 

f.  25  or  more  

0 

1 

1 

4 

dure  at  same  hospitaliza- 

g.  Unknown  

2 

12 

2 

1 

tion  

13 

12 

76 

131 

8.  Marital  status 

14.  Number  of  hospitals  ner- 

a.  Single  

21 

86 

393 

831 

forming  at  least  one  ahor- 

b.  Married  

52 

74 

308 

.571 

tion  nrocedure  

18 

23 

34 

38 

c.  Separated  

0 

2 

7 

89 

15.  Number  of  counties  with 

d.  Divorced  

0 

6 

25 

77 

at  least  one  abortion  pro- 

e.  Widowed  

0 

0 

0 

9 

cedure  

14 

17 

26 

28 

f.  Unknown 

0 

0 

0 

2 

16.  Number  of  physicians 

9.  Number  of  living  children 

performing  at  least  one 

a.  0 

20 

81 

299 

646 

abortion  procedure  .... 

60 

97 

167 

199 
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MEDICAID 

As  a result  of  MAG  recommendations,  the  State 
Medicaid  (Title  XIX)  program  has  authorized  pay- 
ment for  sterilizations  and  therapeutic  abortions  for 
eligible  patients. 

RECOMMENDATIONS 

( 1 ) That  the  Medical  Association  of  Georgia  urge 
its  members  to  participate  more  fully  in  the  statewide 
Family  Planning  Program  by  making  available  more 
physician  hours  of  service  to  indigent  and  medically 
indigent  persons. 

(2)  That  the  Medical  Association  of  Georgia  use 
every  means  available  to  encourage  public  and  pri- 
vate health  institutions  to  cover  the  full  cost  of  health 
services  relating  to  prenatal  care,  delivery,  postpar- 
tum care,  pediatric  care  for  the  first  year  of  life,  con- 
traceptions, sterilizations  and  the  proper  termination 
of  unwanted  pregnancies. 

(3)  That  the  Medical  Association  of  Georgia  foster 
the  concept  of  a stable  state  population  until  such 
time  that  poverty,  disease,  inadequate  medical  care 
and  inadequate  housing  no  longer  remain  prevalent  in 
the  State. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
Recommendation  (1);  approval  of  Recommendation 
(2)  with  changes  so  that  it  would  now  read:  “That  the 
Medical  Association  of  Georgia  use  every  means  to 
educate  the  public  of  the  existing  availability  of  pre- 
natal care,  delivery,  postpartum  care,  pediatric  care 
and  family  planning  (contraceptives,  sterilizations  and 
proper  termination  of  unwanted  pregnancies)”;  and 
approval  of  Recommendation  (3)  with  changes  so 
that  it  would  now  read:  “That  the  Medical  Associa- 
tion of  Georgia  foster  the  concept  of  a zero  rate  popu- 
lation growth,” 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Maternal  and  Infant  Wel- 
fare with  the  amendment  recommended  by  the  Refer- 
ence Committee. 

Supplemental  Report  of  Council  re 
Laboratory  Services 

C.  E.  Bohler,  M.D.,  Chairman  of  Council 

The  present  utilization  of  private  and  state  operated 
clinical  laboratories  was  reviewed  by  Council  in  its 
meeting  May  10. 


Luther  Vinton,  M.D.,  dispenses  good  will  at  the  AMPAC- 
GAMPAC  booth. 


RECOMMENDATION 

It  is  the  recommendation  of  the  Council  that  the 
House  of  Delegates  establish  as  the  policy  of  MAG 
that  members  be  encouraged  to  utilize  private  facilities 
for  their  diagnostic  laboratory  work. 

REFERENCE  COMMITTEE  ACTION— No  action  i 
was  taken  by  the  Reference  Committee  as  the  source 
of  information  was  not  available.  ; 

HOUSE  OF  DELEGATES  ACTION— Filed  for  in- 
formation, ' 

AMA  Delegates 

J.  W.  Chambers,  M.D.,  LaGrange  , 

I 

Mr.  Speaker,  and  members  of  the  House  of  Dele- 
gates : 

As  Chairman  of  your  A.M.A.  delegation,  I am  hap- 
py to  report  both  the  Annual  session  in  Atlantic  City 
and  the  Clinical  session  in  New  Orleans,  La.,  to  have 
been  well  attended  by  your  entire  delegation.  Both  of 
these  sessions  of  the  House  of  Delegates  of  the  A.M.A. 
continue  to  be  quite  busy  sessions,  requiring  the  full 
attention  of  your  entire  delegation  at  each  session. 

One  of  the  most  discussed,  and  perhaps  controversial 
topics  of  the  Annual  Session  was  the  introduction  by 
President  Hall  in  his  address  of  a call  for  a constitu- 
tional convention  in  order  to  reorganize  the  A.M.A., 
as  he  expressed  it,  for  the  purpose  of  streamlining  the 
governing  process  of  the  A.M.A.  to  suit  the  pace  and 
needs  of  the  Twentieth  Century  physician  and  people. 
The  House  voted  to  refer  the  matter  of  the  constitu- 
tional convention  to  the  Council  on  Constitution  and 
Bylaws  and  to  the  Council  on  Long  Range  Planning 
and  Development  to  prepare  position  papers  on  the 
pros  and  cons  of  the  subject  of  a constitutional  con- 
vention and  report  back  to  the  House  at  the  Clinical 
session  in  New  Orleans.  La. 

At  the  Clinical  session  in  New  Orleans,  after  an 
adequate  report  from  these  two  Councils,  the  House 
of  Delegates  voted  to  have  two  open  sessions  during 
the  1972  conventions  to  explore  the  questions  relating 
to  A.M.A.  organizational  structure  and  programs,  and 
the  questions  raised  by  President  Wesley  Hall  at  At- 
lantic City  and  again  in  New  Orleans.  This  subject  will 
of  course  be  discussed  at  the  forthcoming  annual  ses- 
sion in  San  Francisco  in  June. 

Also  introduced  in  the  House  at  Atlantic  City,  and 
subsequently  acted  upon  in  the  Clinical  session  at  New 
Orleans,  was  the  possibility  of  the  establishment  of  a 
special  section  for  medical  students  and  for  interns  and 
residents.  This  was  approved  in  New  Orleans  to  es- 
tablish the  creation  of  a special  section  for  medical  stu- 
dents. and  a section  for  interns  and  residents.  Also,  it 
was  approved  that  a direct  membership  for  interns  and 
residents  could  be  established  in  those  states  which  had 
difficulties  in  interns  and  residents  being  able  to  join 
the  A.M.A.  through  the  normal  course  of  the  constitu- 
ent society  memberships.  Your  Georgia  delegation 
spoke  against  the  direct  memberships  circumventing 
the  constituent  association  since  we  in  Georgia  have 
no  prohibiting  regulations  which  would  require  direct 
memberships,  but  we  did  not  prevail  in  our  discussion. 

One  additional  piece  of  legislation  which  was  adopt- 
ed by  the  House  of  Delegates  at  the  Clinical  session  in 
New  Orleans  was  the  approval  of  voting  privileges  on 
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the  Board  of  Trustees  for  the  Vice-President,  which 
had  been  advocated  previously  by  your  delegation  but 
was  not  approved  at  that  time,  but  at  the  Clinical  ses- 
sion in  New  Orleans  this  was  approved.  This  action 
increases  the  size  of  the  Board  of  Trustees  from  15  to 
16  voting  members.  This,  however,  will  not  become  ef- 
fective until  a constitutional  change  can  be  brought  up 
and  passed  by  the  Council  on  Constitution  and  Bylaws 
at  the  Annual  meeting  in  June  of  this  year. 

There  was  also  considerable  discussion  relating  to 
the  rapidly  developing  field  of  physician  assistants. 
The  delegates  adopted  a report  of  the  Council  on  Med- 
ical Education  outlining  essential  requirements  for 
A.M.A.  approval  of  educational  programs  for  physi- 
cians’ assistants.  These  were  developed  in  collaboration 
with  the  American  Academy  of  Family  Physicians, 
the  American  Academy  of  Pediatrics,  the  American 
College  of  Physicians,  and  the  American  Society  of 
Internal  Medicine.  I believe  this  House  would  be  in- 
terested in  knowing  that  Dr.  Milton  Helpern,  the  Chief 
Medical  Examiner  for  the  city  of  New  York,  who  was 
guest  speaker  at  our  last  session  of  the  Medical  Asso- 
ciation of  Georgia  last  year,  was  chosen  to  receive  the 
A.M.A.  Distinguished  Service  Award  for  1972,  and 
this  will  be  presented  to  Dr.  Helpern  in  San  Francisco 
in  June. 

One  other  final  discussion  on  the  matter  of  Peer  Re- 
view was  brought  up  and  passed  by  the  House  reaffirm- 
ing the  A.M.A. ’s  attitude  towards  Peer  Review  being 
carried  out  only  by  physicians  who  are  Peers  of  those 
doing  the  Review.  Two  resolutions  were  adopted  in 
this  particular  area  during  the  session. 

Most  of  you,  I am  sure,  know  that  J.  Frank  Walker, 
M.D.,  former  speaker  of  this  House  of  Delegates,  is  a 
candidate  for  the  speaker  of  the  A.M.A.  House  of  Dele- 
gates, and  up  until  the  present  time  is  unopposed, 
and  of  course  has  the  full  support  of  the  Georgia  dele- 
gation. I would  urge  that  you  write  any  of  your  friends 
over  the  country  whom  you  think  might  have  influence 
in  this  regard. 

Your  delegation  still  continues  to  function,  I believe, 
efficiently,  and  attempts  to  represent  you  to  the  best  of 
its  ability  in  the  A.M.A.  House  of  Delegates.  I regret 
to  inform  this  House  of  the  retirement  of  Carter  Smith, 
M.D.,  at  the  Clinical  session  in  New  Orleans  as  a mem- 
ber of  the  A.M.A.  House  of  Delegates  from  the  sec- 
tion on  Internal  Medicine,  and  also,  as  you  recall,  the 
retirement  of  Neil  Yeomans,  as  of  the  Clinical  session 
in  New  Orleans  as  an  alternate  delegate  from  the 
Medical  Association  of  Georgia. 

Again  I would  urge  all  members  of  the  House  of 
Delegates  of  the  Medical  Association  of  Georgia  to 
more  actively  participate  in  the  affairs  of  the  A.M.A., 
and  to  attempt  to  carry  the  message  of  the  importance 
of  the  entire  echelon  of  organized  medicine  and  its  im- 
portance to  every  physician  in  the  United  States.  Vari- 
ous members  of  your  delegation  will  be  available  for 
questions  from  any  members  of  the  House  that  they 
might  wish  to  pose  for  us. 

Thank  you,  Mr.  Speaker. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  accepted  this  report  with 
commendation  to  the  delegates  for  their  outstanding 
work. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  AMA  Delegates  with  commendation. 


Mental  Health  Committee 

A.  S.  Yochem,  M.D.,  Chairman 

Specific  and  reasonable  changes  were  adopted  for 
the  residential  study  of  the  Georgia  Association  for 
Retarded  Children.  To  the  Governor’s  study  on  alco- 
hol it  was  emphasized  that  the  medical  problem  in- 
volved expanding  programs  to  a more  statewide  area 
and  keeping  it  under  the  Board  of  Health. 

The  Committee  supported  the  Governor’s  Commis- 
sion on  Emergency  Medical  Services  and  endorsed  the 
restriction  of  Amphetamine  and  Methamphetamine 
prescriptions. 

After  considerable  debate  it  was  urged  to  retain  the 
State  Board  of  Health  but  with  the  Director  of  the 
Division  of  Mental  Health  to  have  more  autonomy 
and  direct  access  to  the  appropriate  legislative  bodies. 
It  stood  opposed  to  the  Governor’s  Reorganizational 
Plan  as  pertaining  to  physician  and  mental  matters  of 
our  state. 

Support  was  given  to  certain  legislative  matters 
pertaining  to  modification  of  the  Georgia  Health  Code. 

This  committee  sincerely  appreciates  and  thanks  the 
MAG  Council  and  its  various  committees  for  their 
increasing  cooperation  in  the  field  of  Mental  Health. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  continued 
support  for  the  Georgia  Association  of  Retarded  Chil- 
dren. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Mental  Health  and  rec- 
ommended continued  support  for  the  Georgia  Asso- 
ciation of  Retarded  Children. 

Resolution  72-8 

Commendation  of  John  L.  Moore,  Jr.,  and  Firm 
of  Alston,  Miller  and  Gaines 

Robert  E.  Wells,  M.D. 

WHEREAS,  the  law  firm  of  Alston,  Miller  and 
Gaines  has  represented  the  Medical  Association  of 
Georgia  as  special  counsel  from  1956  thru  1958  and 
has  represented  the  Association  as  general  counsel  from 
January  1,  1959  to  April  20,  1972,  and 

WHEREAS,  the  members  of  this  law  firm,  particu- 
larly partner  John  L.  Moore,  Jr.,  have  rendered  out- 
standing legal  assistance  to  the  medical  profession  in 
Georgia  during  all  these  years  above  and  beyond  what 
might  normally  have  been  expected  of  them, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  this 
House  of  Delegates  does  hereby  thank  and  commend 
John  L.  Moore,  Jr.  and  the  firm  of  Alston,  Miller  and 
Gaines  for  outstanding  legal  service  to  the  medical 
profession  in  Georgia. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  that  this 
Resolution  be  filed. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Reference  Committee  on  Resolution  72-8. 

Chairman  Roberts  then  expressed  his  appreciation 
to  the  members  of  the  Reference  Committee  for 
their  time  and  efforts,  and  moved  that  the  reference 
committee  report  be  adopted  as  a whole.  This  mo- 
tion was  duly  seconded  and  approved. 
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Report  of  Reference  Committee  B 
L.  Newton  Turk,  M.D.,  Chairman 

Chairman  Turk  reported  to  the  House  of  Dele- 
gates that  the  reports  and  resolutions  referred  to 
Reference  Committee  B had  been  considered  by 
the  Committee  which  met  at  9:00  a.m.,  in  the 
Wisteria  Room,  Macon  Hilton  Hotel,  Macon,  Georgia, 
on  May  13,  1972.  Members  of  the  Committee 
present  included:  L.  Newton  Turk,  M.D.,  Atlanta, 
Chairman;  O.  Wytch  Stubbs,  Jr.,  M.D.,  Chamblee, 
Vice  Chairman;  Luther  M.  Thomas,  Jr.,  M.D.,  Au- 
gusta, James  H.  Smith,  M.D.,  Rome  and  E.  W.  Hol- 
loway, Jr.,  Commerce. 

First  Vice  President 

Henry  D.  Scoggins,  M.D. 

This  concludes  my  second  year  as  a member  of  the 
Executive  Committee  of  Council,  and  I wish  to  express 
my  sincere  appreciation  to  the  House  of  Delegates 
and  the  members  of  the  Medical  Association  of  Geor- 
gia for  giving  me  the  honor  of  serving  as  your  Second 
and  then  First  Vice-President  of  a great  Medical  Asso- 
ciation. 

Again,  I wish  to  express  my  appreciation  to  the 
Administrative  Staff  for  their  efficiency  and  cooperation 
during  the  past  year. 

RECOMMENDATIONS 

( 1 ) That  the  Executive  Committee  of  Council  ap- 
point a committee  and  request  that  the  Georgia  Bar 
Association  appoint  a similar  committee  whose  duty 
would  be  to  form  an  arbitration  panel  for  malpractice 
litigations.  This  panel’s  job  would  be  to  set  up  state- 
wide guidelines  that  could  be  used  on  a local  level. 

(2)  That  the  Constitution  and  Bylaws  be  amended 
so  that  there  will  be  more  M.D.  representation  on  the 
Executive  Committee  of  Council.  I would  suggest  four: 

(1)  to  represent  the  southern  section  of  Georgia; 

(2)  the  middle  section  of  Georgia;  (3)  the  northern 
section  of  Georgia;  and  (4)  the  greater  Atlanta  area. 
These  physicians  would  be  nominated  by  their  respec- 
tive sections  and  voted  on  by  the  House  of  Delegates 
at  the  Annual  Sessions  for  staggering  terms  to  be  de- 
termined by  the  Constitution  and  Bylaws  Committee. 

(3)  That  the  DE-5  classification  for  Doctors  from 
the  Medical  Association  of  Georgia  be  reduced  to  age 
65  so  as  to  be  in  more  accordance  with  other  retire- 
ment plans  including  social  security. 

(4)  That  the  Second  Vice-President  of  the  Medical 
Association  of  Georgia  be  made  a voting  member  of 
Council. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
recommendation  1 as  amended.  When  amended  rec- 
ommendation 1 would  read,  “that  the  Executive  Com- 
mittee of  Council  appoint  a committee  and  request 
that  the  Georgia  Bar  Association  appoint  a similar 
committee  whose  duty  would  be  to  investigate  the 
feasibility  of  forming  an  arbitration  panel  for  mal- 
practice litigations.” 


On  recommendation  2,  it  is  recommended  accept- 
ance for  information,  but  that  the  matter  be  referred 
to  the  Long  Range  Planning  Committee  for  study  and 
further  recommendations.  The  reference  committee 
observes  that  there  is  no  organization  set  up  for  a di- 
vision of  the  State  into  sections  from  which  additional 
Executive  Committee  members  would  be  selected. 

On  recommendation  3,  the  reference  committee 
recommends  disapproval.  The  committee  feels  that 
adoption  of  this  recommendation  would  artificially 
discourage  participation  in  the  affairs  of  the  Associa- 
tion and  further  that  non-dues  paying  members  with 
full  voting  rights  should  be  held  to  the  current  level. 

At  th's  point  a typographical  omission  was  ac- 
knowledged in  that  the  reference  committee  report 
failed  to  show  the  position  of  the  reference  committee 
with  respect  to  recommendation  4 of  the  report  of  the 
First  Vice  President.  Chairman  Turk,  referring  to  his 
rough  draft  notes  made  at  the  time  the  reference  com- 
mittee was  in  session,  advised  that  the  reference  com- 
mittee recommended  disapproval  of  recommendation 
4. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
amended  report  of  the  First  Vice  President  as  recom- 
mended by  the  reference  committee. 

Secretary 

1.  Rhodes  H avert y,  M.D. 

The  Medical  Association  of  Georgia  has  had  an- 
other banner  year.  Our  association  is  a true  leader 
and  continues  to  increase,  both  in  quality  and  in  quan- 
tity, regarding  membership,  and  in  programatic  in- 
volvement related  to  the  health  of  the  people  of 
Georgia. 

1971  MEMBERSHIP  REPORT 

The  membership  of  the  Medical  Association  of 
Georgia  has  grown  by  approximately  4 per  cent  in 
the  past  year,  or  for  a total  of  138  members  increase. 
Incidentally,  this  is  reflected  by  an  increase  in  the 
number  of  our  delegates  in  this  House  by  10.  A break- 
down of  the  categories  of  membership  for  the  calen- 
dar year  1971  is  as  follows: 

1971  MEMBERSHIP  SUMMARY 


Active  3.373 

DE-1  39 

DE-2  55 

DE-3  53 

DE-4  17 

Life  170 

Associate  76 

Service  59 

Honorary 1 

Afliliate  I 

Student  2 

3.846 


GEORGIA  REGIONAL  MEDICAL  PROGRAM 

There  will  be  a separate  report  by  the  MAG  Co- 
ordinator of  the  Georgia  Regional  Medical  Program 
included  in  this  annual  issue  of  the  Proceedings.  How- 
ever, since  a notation  concerning  the  program  as  it  re- 
lates to  the  Officers  of  the  Medical  Association  of 
Georgia  has  appeared  yearly  in  the  Secretary's  Column, 
mention  will  be  made  at  this  point  also. 
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There  has  been  a turn-around  in  national  funding 
for  the  Regional  Medical  Program  during  this  past 
year,  and  there  is  continued  recognition  by  the  federal 
government  of  Georgia’s  leadership  in  this  field,  un- 
der the  capable  direction  of  Dr.  J.  Gordon  Barrow, 
Director  of  the  Program.  This  continued  recognition 
has  been  reflected  by  sizeable  increases  in  funding  in 
our  state,  increases  significantly  greater  than  the  large 
majority  of  other  regions  (states). 

Your  President  and  Secretary,  in  their  weekly  meet- 
ing at  the  headquarters  office,  have  the  opportunity  to 
discuss  with  Dr.  Barrow  and  he  with  us,  all  aspects  of 
the  Georgia  Regional  Medical  Program.  Thus,  we  may 
anticipate  problems  before  they  arise  and  the  liaison 
keeps  the  leadership  of  the  Medical  Association  and 
the  staff  of  the  Regional  Medical  Program  knowledge- 
able about  the  activities  and  thoughts  of  each. 

Dr.  Charles  Adair  of  Washington,  Georgia,  con- 
tinues to  look  after  the  best  interests  of  the  Medical 
Association  in  the  programs  of  the  Georgia  Regional 
Medical  Program,  and  we  are  all  fortunate  to  have  such 
a dedicated,  hardworking  physician  to  represent  us  as 
Coordinator. 

MAG  FOUNDATION 

The  MAG  Foundation  also  continues  to  expand. 
The  bank  balance  as  of  12/31/70  was  $4,377.54,  as 
opposed  to  the  balance  on  12/31/71  of  $7,303.50. 

The  Flouse  of  Delegates  at  its  last  meeting  di- 
rected the  Council  to  budget  $1  per  member  to  the 
MAG  Foundation  for  the  purpose  of  building  up  an 
account  to  pay  indigent  physicians  and  physicians’ 
widows  a monthly  stipend.  This  first  budgeting  will 
take  place  in  May,  just  prior  to  this  Annual  Session, 
1972.  This  sum  is  not  reflected  in  the  above  bank  bal- 
ance, which  obviously,  will  grow  to  something  over 
$1 1,000  by  the  time  this  House  meets. 

It  is  interesting  to  note  that  in  my  first  report  as 
Secretary  of  the  MAG,  I noted  the  formation  of  this 
Foundation,  and  in  this,  my  last  report  to  the  House 
as  Secretary,  I can  reassure  you  that  this  Foundation 
is  serving  some  needs  previously  not  served  and  con- 
solidating others  into  a single  instrument  for  char- 
itable and  educational  pursuits.  The  Foundation  is  well 
established  and  will  continue  to  grow  in  size  and  in 
importance  to  our  state. 

The  present  Trustees  for  the  year  1972  are  as  fol- 
lows, with  the  expiration  dates  of  their  terms  of  of- 
fice following  their  names: 

J.  Frank  Walker,  M.D.,  President — December,  1974 

J.  Rhodes  Haverty,  M.D.,  Vice-President — Decem- 
ber, 1972 

John  T.  Mauldin,  M.D. — December,  1973 

Mr.  Everett  Williams — December,  1975 

Mr.  Edwin  F.  Smith — ex-officio,  December,  1976 

Charles  R.  Andrews,  Jr.,  M.D. — December,  1977 

CHAMPUS  PROGRAM 

The  MAG  Champus  program  continues  to  be  ex- 
emplary of  the  better  programs  of  this  type  in  the 
nation.  The  Department  of  Defense,  as  well  as  the 
physicians  and  patients  paid  through  this  program,  are 
well  satisfied  with  the  method  of  handling  claims 
which  the  MAG  supervises.  One  problem  of  delayed 
payments  occurred  during  this  past  year,  particularly 
during  the  summer  and  early  fall  months,  but  steps 


have  been  taken  to  correct  this  problem,  and  addi- 
tional personnel  hired,  and  the  time  lag  is  now  back  to 
within  acceptable  limits. 

The  following  chart  is  a summary  of  services  for  the 
year  1971,  as  compared  with  the  previous  year,  1970. 
Briefly  summarized,  it  is  evident  that  total  claims  re- 
ceived continue  to  rise  year  by  year;  total  claims  paid, 
and  total  dollar  amounts  continue  to  rise  as  well.  Also, 
the  average  amount  paid  per  claim  continues  to  rise. 

One  item  of  explanation  might  be  given.  It  is  evi- 
dent that  the  number  of  claims  rejected  has  increased 
precipitously  in  1971  over  1970.  This  relates  to  the 
reimbursements  to  patients,  primarily  for  outpatients’ 
visits  and  for  drug  use,  both  of  which  classes  of  claims 
have  increased  dramatically  as  well.  The  primary  rea- 
son for  the  rejects  in  these  instances  is  that  the  patient 
had  not  as  of  the  time  of  submission  of  the  claim 
built  up  the  total  of  $50  deductible  necessary  before 
the  payment  of  any  such  claims.  These  rejects  do  not 
represent  to  any  great  degree  payment  of  physicians’ 
claims. 

HEADQUARTERS  OEFICE 

In  1968  I recommended  that  we  enlarge  the  MAG 
headquarters  office,  only  eight  years  after  moving  into 
our  new  building.  I implied  further  expansion  would 
be  needed  before  the  end  of  the  ’70’s.  It  is  interest- 
ing to  note  now  only  four  years  after  the  last  en- 
largement (which  came  eight  years  after  a move  be- 
cause of  lack  of  space),  we  are  presently  engaged  in 
further  expansion.  This  will  be  dealt  with  in  other  re- 
ports, but  I merely  wish  to  add  my  own  support  for 
this  move.  It  has  been  wisely  conceived  and  planned 
to  this  point  under  the  capable  leadership  of  Dr.  Tex 
Eldridge,  and  can  be  financed  sensibly  without  an  in- 
crease in  dues  or  a special  assessment,  and  will  be 
sorely  needed  by  the  time  it  is  built.  Incidentally,  at 
this  rate,  it  would  seem  that  in  two  more  years  we 
would  have  to  enlarge  again! 

Our  headquarters  office  staff  continues  to  expand, 
along  with  everything  else  it  seems,  and  presently 
totals  91  employees  of  the  Medical  Association  of 
Georgia.  Eorty-two  of  these  employees  work  for  the 
GRMP;  13  for  CHAMPUS,  18  for  Medicaid  and  the 
Foundation,  and  18  specifically  for  the  MAG  and  its 
related  activities.  It  should  be  noted  here  that  one  of 
new  MAG  employees  is  Mr.  Wallie  Carpenter,  pres- 
ently headquartered  in  Macon,  who  is  our  field  repre- 
sentative for  the  southern  half  of  our  state.  Wallie 
and  Carl  Bailey  are  doing  a fine  job  in  keeping  con- 
stant communications  going  between  the  county  so- 
cieties and  the  headquarters  office  and  the  officers  of 
the  MAG. 

It  should  be  noted  with  nostalgia,  real  affection, 
and  some  sadness,  that  Miss  Thelma  Franklin  is  end- 
ing her  full-time  employment  with  the  MAG  by  re- 
tirement this  year.  I am  quite  certain  that  there  is  no 
one  individual  alive  in  the  MAG  that  can  recount  in 
its  entirety  the  truly  selfless  devotion  to  the  MAG  by 
Thelma  Franklin.  Each  of  us  has  his  own  memories  of 
this  great  lady,  ones  which  he  will  cherish,  and  ones 
which  he  hopes  that  Thelma,  herself,  will  cherish 
while  she  is  away  from  us.  We  wish  her  well,  of 
course,  but  we  will  miss  her  sorely.  God  bless  you. 
Dear. 
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CIVILIAN  HEALTH  AND  MEDICAL  PROGRAM  OF  THE  UNIFORMED  SERVICES 

STATISTICAL  REPORT 


% 

Average 

A verage 

1971  vs  19. 

Annual 

Total 

per  month 

per  day* 

% - or- 

Claims 

1970 

1971 

1970 

1971 

1970 

1971 

1970  1971 

Received — Total 

51,596 

57,295 

100 

100 

4,300 

4,775 

201  111 

11+ 

Inpatient^  

30,965 

29,514 

60 

52 

2,580 

2,460 

121  117 

4- 

Outpatient  

15,965 

22,248 

31 

39 

1,330 

1,854 

62  88 

39+ 

Drugs^ 

A, 111 

5,533 

9 

9 

394 

461 

18  22 

17+ 

Returned  

7,688 

7,154 

15 

12 

641 

596 

30  28 

7- 

Rejected  

3,336 

5.307 

6 

9 

278 

442 

13  21 

59- 

Review  Committee  

24 

61 

2 

5 

Paid — Total  

$41,505 

$46,729 

80 

82 

$3,459 

$3,894 

162  185 

12+ 

Regular  (inpt.  + outpt.) 

37,142 

41,019 

72 

3,095 

3,418 

145  162 

Handicap 

1,001 

1,060 

2 

79 

84 

88 

4 4 

Drugs  

3,362 

4,650 

6 

84 

280 

388 

13  19 

Total  Dollar  Amount  Paid 

$4,258,075.06 

$4,846,746.34 

100 

100 

$354,839.59 

$403,895.53 

14+ 

Regular  

3,797,488.78 

4,281,675.14 

88 

88.4 

316,457.40 

356,806.26 

Handicap 

349,898.78 

408,232.12 

9 

8.4 

29,158.23 

34,019.34 

Drugs 

110,687.50 

156,839.08 

3 

3.2 

9,223.96 

13,069.92 

Average  paid  per  claim 

Regular  

$102.25 

$104.38 

Handicap 

349.54 

385.12 

Drugs  

32.92 

33.73 

Note: 

^ Includes  Handicap  Program  claims. 

- Includes  consolidated  reimbursement  and  vendor  payments. 

* 1970  = 256  days 

1971  = 253  days 

Mr.  L.  B.  Storey  will  be  assuming  the  position  va- 
cated by  Miss  Franklin  and  has  been  on  the  head- 
quarters staff  of  the  Association  since  the  first  of  the 
year,  becoming  more  familiar  with  our  procedure. 
We  are  looking  forward  to  a long  association  with  L.  B. 
and  are  happy  to  have  been  able  to  woo  him  away 
from  the  Medical  Association  of  Atlanta,  where  he 
held  a similar  position. 

The  House  of  Delegates  saw  fit  last  year  to  adopt 
my  suggestion  of  having  an  elected  office  of  Treasurer 
of  the  MAG.  I am  grateful  for  this  and  feel  that  the 
MAG  will  benefit  by  this  move.  This  office,  as  an 
elected  one,  can  be  a powerful  office  in  the  Associa- 
tion, and  should  be  viewed  as  such.  I trust  it  will  be  a 
contested  election  each  time  it  is  held,  and  that  men 
of  the  strongest  caliber  will  aspire  to  this  office. 

May  I remind  this  House  that  its  distinguished  past 
speaker.  Dr.  J.  Frank  Walker,  will  be  running  for 
that  same  office  of  Speaker  in  the  AMA  House  of 
Delegates  next  month  in  San  Francisco.  We  are  proud 
of  Frank,  both  his  past  performances  and  contributions 
to  us  in  our  own  state,  as  well  as  to  his  present  and 
future  contributions  at  the  national  level.  Of  course, 
we  wish  him  well  and  Godspeed. 

Before  I make  my  recommendations,  may  I be  in- 
dulged for  a moment  of  personal  reflection?  These 
past  six  years  serving  as  your  Secretary,  and  the  ac- 
tivities surrounding  this  office,  have  been  some  of  the 
most  satisfying  in  my  entire  life.  I look  back  to  that 
day  when  Dr.  J.  G.  McDaniel  called  and  asked  me  if 
I would  consider  running  for  the  position,  and  my 
anxiety  about  that  decision.  I look  back  at  the  trials 
and  tribulations,  the  work  and  the  successes,  incident 
to  this  job  with  a glow  of  pleasure  and  pride.  I count 
the  friendships  that  I have  made  in  the  MAG  through 


this  position  as  an  incalculable  joy.  I will  leave  this 
position  with  true  sadness,  and  a void  will  be  created 
which  cannot  be  filled  in  the  future  in  any  way. 

After  any  such  tenure  as  one  this  long,  the  changes 
brought  about  by  new  people  are  inevitable,  and  will 
be  very  noticeable.  Your  new  Secretary  will  have  new 
ways  of  doing  things;  some  of  them  will  be  better, 
some  not  so  well  as  his  predecessor,  but  they  will  be 
different.  His  first  year  will  be  difficult,  but  I am  sure 
he  can  count  on  your  support  and  encouragement  just 
as  I have  for  these  past  six  years.  Thank  you  all. 

RECOMMENDATIONS 

( 1 ) I leave  as  a last  recommendation  for  this 
House  to  consider  suggestions  concerning  the  composi- 
tion of  the  House  itself.  As  I noted  near  the  beginning 
of  this  report,  the  House  has  been  increased  by  10 
members  this  year.  This  process  of  gradual  increase 
seems  likely  to  continue  for  the  foreseeable  future,  as 
the  MAG  continues  to  grow.  There  will  be  176  dele- 
gates to  the  Annual  Session  this  year.  With  one  of  the 
suggestions  that  will  be  made  below,  this  could  be 
increased  to  200  members.  This  truly  begins  to  get  un- 
wieldy. My  suggestion  is  that  a Study  Committee  of 
the  House  be  appointed  by  the  Speaker,  in  conjunc- 
tion with  the  Constitution  and  Bylaws  Committee 
Chairman  to  draw  up  a plan  of  re-allocating  delegates 
to  this  House.  I would  expect  this  ad  hoc  committee 
to  bring  back  to  this  House  for  consideration  its  pro- 
posals by  1973.  Since  any  such  proposal  could  in- 
volve changes  in  the  Constitution,  as  well  as  the  By- 
laws, it  is  not  likely  that  changes  would  become  ef- 
fective prior  to  the  Annual  Session  of  1974.  but  by  then 
it  is  quite  possible  that  we  will  have  a House  of  220 
members. 
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(2)  An  additional  recommendation  would  be  to 
direct  this  ad  hoc  committee  to  include  in  its  recom- 
mendations back  to  this  House  the  inclusion  of  one 
delegate  elected  from  each  specialty  society  represent- 
ed by  a state  society  chapter  in  Georgia. 

Again,  I thank  you  for  the  privilege  of  serving  as 
Secretary  of  this  great  Association. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  committee  accepts  the  report  of  the  Secretary 
with  commendations  and  acknowledgement  of  the 
clarity  and  completeness  of  this  report. 

Regarding  recommendation  1 the  reference  commit- 
tee recommends  disapproval  with  the  additional  rec- 
ommendation that  the  matter  be  referred  to  the  Com- 
mittee on  Long  Range  Planning. 

On  recommendation  2,  the  committee  recommends 
disapproval  on  the  basis  that  representation  by  spe- 
cialty societies  in  the  MAG  House  of  Delegates  ap- 
pears to  be  unnecessary  as  they  are  adequately  repre- 
sented through  the  general  membership. 

HOUSE  OF  DELEGATES  ACTION— Delegate 
Robert  E.  Wells,  of  Atlanta,  moved  to  amend  the  re- 
port of  the  reference  committee  by  deletion  of  the 
phrase  “disapproval  of  the  additional  recommenda- 
tion” so  that  the  reference  committee  report  regarding 
recommendation  1 of  the  Secretary  would  then  read, 
“regarding  recommendation  1 the  reference  committee 
recommends  that  the  matter  be  referred  to  the  Com- 
mittee on  Long  Range  Planning.”  The  House  then 
voted  to  approve  the  report  of  the  reference  commit- 
tee as  amended. 

Constitution  and  Bylaws  Committee 

John  T.  Mauldin,  M.D.,  Chairman 
ITEM  1 : TREASURER 

Action  taken  by  the  1971  House  of  Delegates: 

It  was  the  will  of  the  House  that  the  Treasurer  be 
an  elected  Officer  of  MAG  and  a voting  member  of 
the  Executive  Committee  and  Council  for  a three  year 
term.  The  Chairman  of  the  Finance  Committee  is  to 
be  continued  to  be  appointed  by  the  Chairman  of 
Council.  The  House  determined  that  their  action  satis- 
fied the  first  reading  as  a constitutional  amendment 
and  directed  the  Constitution  and  Bylaws  Committee 
to  prepare  exact  language  to  accomplish  that  purpose. 
The  House  further  directed  that  this  matter  be  pub- 
lished in  the  Journal  of  MAG  and  directed  that  the 
requirements  of  Article  XIII  of  the  Constitution  and 
Bylaws  be  satisfied. 

A.  Amendments  to  the  Constitution 

1.  Amend  Article  V.,  Section  1,  of  the  Constitution 
by  deleting  from  the  third  line  of  the  present  Section  1 
the  word  “Treasurer.”  Section  1 of  Article  V.  as  amend- 
ed will  then  read  as  follows: 

SECTION  1.  COMPOSITION.  The  House  of  Dele- 
gates is  composed  of  delegates  elected  by  the  com- 
ponent county  medical  societies  as  provided  in  the  By- 
laws. The  officers,  the  Past  Presidents  of  the  Associa- 
tion, the  Editor  of  the  Journal,  delegates  to  the  AMA, 
the  Executive  Director  and  chairmen  of  standing  com- 
mittees shall  be  ex-officio  members  of  the  House  of 
Delegates  without  the  right  to  vote. 

2.  Amend  Article  VI.,  Section  1,  by  inserting  in  the 
third  line  thereof  between  the  word  “Secretary”  and  the 


word  “Speaker”  the  word  “Treasurer.”  Also  delete  the 
words  “the  Treasurer”  in  line  4. 

Section  1 of  Article  VI.  as  amended  will  then  read  as 
follows : 

SECTION  1.  COMPOSITION.  Council  is  composed 
of  the  President,  the  President-Elect,  the  Immediate 
Past  President,  the  two  preceding  Immediate  Past  Presi- 
dents, two  Vice-Presidents,  Secretary,  Treasurer,  Speak- 
er of  the  House  of  Delegates  and  Councilors  as  provided 
by  the  Bylaws.  Delegates  to  the  AMA,  the  Editor  of  the 
Journal  and  the  Executive  Director  shall  be  ex-officio 
members  of  Council  without  the  right  to  vote.  Vice- 
Councilors  shall  be  ex-officio  members  except  in  the 
absence  of  their  respective  Councilors  as  provided  for 
in  the  Bylaws.  The  Vice-Speaker  shall  be  an  ex-officio 
member  except  in  the  absence  of  the  Speaker  as  pro- 
vided for  in  the  Bylaws. 

3.  Amend  Article  IX.,  Section  1,  by  inserting  in  the 
second  line  thereof  between  the  word  “Secretary”  and 
the  word  “the,”  the  words  “the  Treasurer.” 

Section  1 of  Article  IX.  as  amended  will  then  read 
as  follows: 

SECTION  1.  DESIGNATION.  The  officers  of  the 
Association  shall  be  a President,  President-Elect,  two 
Vice-Presidents,  the  Immediate  Past  President,  the 
Secretary,  the  Treasurer,  the  Speaker  of  the  House  of 
Delegates,  the  Vice-Speaker  of  the  House  of  Delegates, 
the  Councilors  and  Vice-Councilors  as  provided  for  in 
the  Bylaws. 

4.  Amend  Article  IX.,  Section  4,  by  inserting  in  the 
second  line  thereof  between  the  word  “Secretary”  and 
the  word  “Speaker”  the  words  “the  Treasurer.” 

Section  4 of  Article  IX.  as  amended  will  then  read 
as  follows: 

SECTION  4.  TERMS  OF  OTHER  OFFICERS. 
Other  officers  shall  be  elected  for  terms  of  one  year  each 
except  the  Secretary,  the  Treasurer,  Speaker  of  the 
House  of  Delegates,  Vice-Speaker  of  the  House  of  Del- 
egates and  the  Councilors  and  Vice-Councilors,  who 
shall  serve  for  three  years.  One-third  of  the  Councilors 
and  Vice-Councilors  shall  be  elected  annually.  All  of- 
ficers shall  serve  until  their  successors  are  elected  and 
installed. 

B.  Amendments  to  the  Bylaws 

1.  Amend  Chapter  IV.,  Section  1,  first  paragraph,  of 
the  Bylaws  by  inserting  in  line  3 thereof  between  the 
word  “Secretary”  and  the  word  “Speaker”  the  word 
“Treasurer.”  The  first  paragraph  of  Section  1 of  Chapter 
IV.  as  amended  will  then  read  as  follows: 

SECTION  1.  COMPOSITION.  The  Council  is  com- 
posed of  the  President,  the  President-Elect,  the  Im- 
mediate Past  President  who  shall  serve  as  a full  mem- 
ber of  Council  for  a period  of  3 years,  two  Vice-Presi- 
dents, Secretary,  Treasurer,  Speaker  of  the  House  of 
Delegates  or  Vice-Speaker  of  the  House  of  Delegates 
and  Councilors  or  Vice-Councilors  selected  as  follows: 

2.  Amend  Chapter  IV.  Section  1,  last  paragraph,  by 
deleting  from  the  next  to  last  line  of  said  paragraph  the 
words  “the  Treasurer.”  The  last  paragraph  of  Section  1 
of  Chapter  IV.  as  amended  will  then  read  as  follows: 

Vice-Councilors  shall  be  ex-officio  members  of 
Council  without  the  right  to  vote  except  in  the  absence 
of  their  respective  Councilors,  when  they  shall  serve  as 
Councilors.  The  Vice-Speaker  shall  be  an  ex-officio 
member  of  Council  without  the  right  to  vote  except  in 
the  absence  of  the  Speaker,  when  he  shall  serve  in  the 
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Speaker's  stead.  Delegates  to  the  American  Medical  As- 
sociation, the  Editor  of  the  Journal,  and  the  Executive 
Director  shall  be  ex-officio  members  of  Council  with- 
out the  right  to  vote. 

3.  Amend  Chapter  IV.,  Section  3,  by  inserting  in 
line  4 thereof  between  the  word  “Secretary”  and  the 
word  “the”  the  words  “the  Treasurer.”  Section  3 of 
Chapter  IV.  as  amended  will  then  read  as  follows: 

SECTION  3.  EXECUTIVE  COMMITTEE.  The 
Council  shall  organize  an  Executive  Committee  at  the 
organization  meeting.  The  Executive  Committee  shall 
be  composed  of  the  President,  who  shall  serve  as  Chair- 
man of  the  Executive  Committee,  the  President-Elect, 
the  Immediate  Past  President,  the  First  Vice-President, 
the  Secretary,  the  Treasurer,  the  Chairman  of  Council, 
who  shall  serve  as  Vice-Chairman  of  the  Committee, 
and  the  Chairman  of  the  Council  Committee  on  Fi- 
nance. The  Second  Vice-President  and  the  Speaker  of 
the  House  of  Delegates,  or  in  his  absence,  the  Vice- 
Speaker,  shall  be  ex-officio,  non-voting  members  of  the 
Executive  Committee.  The  Executive  Committee  shall 
meet  monthly  between  meetings  of  Council.  At  any 
duly  called  meeting  of  the  committee  for  which  proper 
notice  has  been  given,  any  three  ( 3 ) members  of  the 
Committee  shall  constitute  a quorum.  The  Committee 
shall  make  recommendations  to  the  Council  and  shall 
carry  out  such  items  of  business  as  are  referred  to  it. 
The  Executive  Committee  shall  appoint  all  Association 
Committees,  including  chairmen,  and  shall  nominate 
members  for  all  Boards  required  by  the  laws  of  the 
State  of  Georgia  on  recommendation  of  the  district 
societies  where  applicable,  not  otherwise  provided  for, 
subject  to  confirmation  by  Council  and  shall  serve  as 
Publications  Committee  of  the  Journal.  The  Executive 
Committee  shall  recommend  to  Council  the  terms  of 
employment  and  salaries  of  all  personnel  necessary  to 
conduct  the  affairs  of  the  Association.  The  Executive 
Committee  shall  be  empowered  to  select  an  Executive 
Director  who  shall  be  responsible  to  the  Executive  Com- 
mittee for  his  action  and  for  the  operation  of  the  Head- 
quarters Office,  subject  to  the  approval  of  Council.  The 
Executive  Committee  between  meetings  of  Council  shall 
have  the  authority  and  power  of  Council  in  the  field  of 
legislative  activity.  The  Executive  Committee  shall  act 
as  Board  of  Trustees  directing  the  Executive  Director 
in  carrying  out  the  mandates  and  policies  of  the  Coun- 
cil and  the  House  of  Delegates.  Between  meetings  of 
the  Executive  Committee,  the  Chairman  of  the  Execu- 
tive Committee  of  Council  or  his  duly  appointed  rep- 
resentative shall  direct  the  Executive  Director  as  to 
undetermined  matters  of  policy. 

4.  Amend  Chapter  V.,  Section  1,  line  3,  by  inserting 
therein  between  the  word  “Secretary”  and  the  word 
“the,”  the  words  “the  Treasurer”;  also  amend  line  8 by 
inserting  between  the  word  “Secretary”  and  the  word 
“and,”  the  words  “the  Treasurer”;  also  amend  the  next 
to  the  last  line  of  same  section  by  inserting  therein  be- 
tween the  word  “Secretary”  and  the  word  “or.”  the 
words  “or  Treasurer.”  Section  1 of  Chapter  V.  as 
amended  will  then  read  as  follows: 

SECTION  1.  OFFICERS  AND  TERMS  OF  OF- 
FICE. The  officers  of  the  Association  are  the  President, 
President-Elect,  two  Vice  Presidents,  the  Immediate 
Past  President,  the  Secretary,  the  Treasurer,  the  Speaker 
of  the  House  of  Delegates,  the  Vice-Speaker  of  the 
House  of  Delegates,  and  the  Councilors  and  Vice- 
Councilors.  The  President-Elect  shall  be  elected  annually 


and  shall  become  President  at  the  time  of  the  next  An- 
nual Session.  The  Second  Vice  President  shall  be  elected 
annually  and  shall  become  First  Vice  President  at  the 
time  of  the  next  Annual  Session.  The  Speaker  of  the 
House  of  Delegates,  the  Vice-Speaker  of  the  House  of 
Delegates,  the  Secretary,  the  Treasurer,  and  the  Coun- 
cilors and  Vice-Councilors  shall  serve  for  terms  of  three 
years.  Delegates  and  Alternate  Delegates  to  the  Amer- 
ican Medical  Association  shall  serve  in  accordance  with 
the  Constitution  and  Bylaws  of  the  American  Medical 
Association  and  shall  be  elected  in  accordance  with 
provisions  of  these  bylaws  consistent  therewith.  All 
other  officers  shall  serve  for  one  year.  No  member 
shall  hold  the  office  of  Secretary,  or  Treasurer,  or 
Speaker  of  the  House  of  Delegates  more  than  two  con- 
secutive terms. 

5.  Amend  Chapter  V.,  Section  2 by  deleting  the 
words  “and  of”  in  the  second  line  and  inserting  the 
word  “Treasurer”  between  the  words  “Secretary”  and 
“Delegates.” 

6.  Amend  Chapter  VI.,  Section  4,  of  the  Bylaws  by 
adopting  a new  sub-section  4(B),  and  redesignating  the 
present  subsection  4(B)  as  subsection  4(C).  The  new 
subsection  4(B)  shall  read  as  follows: 

SECTION  4.  TREASURER.  (B)  The  Treasurer 
shall  be  a member  in  good  standing  for  at  least  three 
years  prior  to  his  election  and  may  not  be  the  same 
member  who  holds  the  Office  of  Secretary.  He  shall  be 
an  officer  of  the  Association  and  a voting  member  of 
the  Council  and  of  the  Executive  Committee  of  Council. 
He  shall  be  an  ex-officio  member  without  the  right  to 
vote  of  the  House  of  Delegates.  The  Treasurer  shall 
give  bond  in  such  sum  as  may  be  fixed  by  the  Council, 
the  premium  on  such  bond  to  be  paid  by  the  Associa- 
tion. 

7.  Amend  Chapter  VIII.  of  the  Bylaws  by  deleting 
the  present  Section  1,  and  then  renumbering  the  present 
Sections  2 and  3 as  Sections  1 and  2 of  Chapter  VIII. 

This  is  submitted  for  final  action  of  the  House  of 
Delegates. 

ITEM  2:  ANNUAL  REPORTS 

Action  taken  at  the  1971  House  of  Delegates: 

Be  it  resolved  that  Chapter  III,  Section  8 be  amend- 
ed so  that  Section  in  its  entirety  would  read:  “Section 

8.  All  reports  and  resolutions  shall  be  referred  to  the 
appropriate  Reference  Committee  before  action  is  taken 
by  the  House  of  Delegates;  provided,  however,  that 
reports  which  contain  no  recommendations  shall  be  re- 
ferred at  the  discretion  of  the  Speaker;  and  further 
provided,  that  any  reports  shall  be  referred  to  the  Ref- 
erence Committee  when  a formal  request  for  referral 
is  made  by  a Delegate  from  the  floor  of  the  House  of 
Delegates.  Such  reports  that  are  not  referred  shall  be 
filed,  as  received,  for  information  only." 

ITEM  3;  SUCCESSION  TO  THE  PRESIDENCY 

The  following  amendment  to  Article  9,  Section  5 of 
the  Constitution  and  Bylaws  as  related  to  succession  of 
the  President  of  MAG  was  approved  by  the  House  of 
Delegates  in  1971  and  is  presented  for  final  action. 

Amend  Article  IX.  Section  5,  of  the  Constitution 
by  the  addition  of  a new  paragraph  at  the  end  of  said 
Section  5 to  read  as  follows; 

“In  event  a catastrophic  occurrence  shall  exhaust 
the  aforementioned  line  of  succession  to  the  Presidency, 


216 


J.M.A.  GEORGIA 


JUNE  1972,  Vol.  61 


the  Speaker  of  the  House  of  Delegates  or  the  Vice 
Speaker,  if  the  Speaker  is  unable  to  act,  shall  be  au- 
thorized to  convene  an  emergency  meeting  of  the  House 
of  Delegates  for  the  purpose  of  naming  an  Acting 
President  to  serve  until  the  next  Annual  Session.  The 
Acting  President,  so  named,  shall  have  all  the  powers 
and  duties  of  the  President  during  the  term  for  which 
he  is  elected  to  serve.  Should  the  Speaker  and  the 
Vice  Speaker  both  be  unable  to  act,  then  five  Coun- 
cilors or  any  10  delegates  shall  be  authorized  to  con- 
vene the  House  of  Delegates  in  emergency  meeting. 
Such  other  acting  officers  as  necessary  shall  also  be 
named  at  this  time  to  serve  until  the  next  Annual  Ses- 
sion.” 

ITEM  4:  MEMBERSHIP  REINSTATEMENT 

On  August  7,  1971,  the  Executive  Committee  of 
Council  requested  the  Constitution  and  Bylaws  Com- 
mittee to  draw  up  specific  language  for  action  by  the 
House  of  Delegates  which  would  specify  that  an  indi- 
vidual member  being  reinstated  for  failure  to  pay  dues 
should  be  re-worded  so  that  the  wording  “one  year’s 
dues  in  arrears”  would  specify  that  this  year  would  be 
the  year  immediately  preceding  reinstatement. 

Be  it  resolved  that  Chapter  VIII,  Paragraph  2 be 
amended  by  striking  out  the  words  “one  year’s  dues  in 
arrears”  and  substituting  the  words  “the  dues  of  the 
year  immediately  preceding  reinstatement.”  So  that  the 
sentence  reads:  “An  active  member  who  fails  to  pay 
dues  or  additional  dues  for  one  or  more  years  shall  be 
eligible  for  reinstatement  upon  payment  of  dues  of  the 
current  year  plus  the  dues  of  year  preceding  reinstate- 
ment plus  payment  of  all  dues  and  additional  dues  in 
arrears  at  the  time  such  active  member  lost  member- 
ship by  delinquency  with  respect  thereto  subject  to  re- 
application and  approval  of  his  county  medical  socie- 
ty.” 

ITEM  5 : MEMBERSHIP  FOR  OSTEOPATHS 

Action  of  MAG  Council,  September  18-19,  1971: 
“Speaker  Rogers  asked  the  feeling  of  Council  regard- 
ing the  question  of  MAG  membership  for  Osteopaths 
and  on  motion  (Dowda-Collins) , the  Council  recom- 
mended that  this  matter  be  referred  to  the  1972  House 
of  Delegates  and  that  the  Committee  on  Constitution 
and  Bylaws  present  the  necessary  language  to  the  next 
meeting  of  Council.” 

The  following  language  was  approved  for  submis- 
sion to  the  House: 

“MAG  MEMBERSHIP  FOR  OSTEOPATHS 

Amend  the  Bylaws  by  designating  the  present  Sec- 
tion 1 of  Chapter  I,  without  change,  as  Section  1, 
Paragraph  (A).  Be  it  further  resolved  that  a new  para- 
graph be  added  designated  as  Section  1,  Paragraph 
(B).  As  amended  Chapter  I,  Section  1 would  then 
read: 

CHAPTER  I 
Membership 

SECTION  1. 

(A)  A physician  holding  the  degree  of  Doctor  of 
Medicine  or  Bachelor  of  Medicine  from  a medical  col- 
lege acceptable  to  the  Council  of  the  Association,  li- 
censed to  practice  medicine  in  the  State  of  Georgia, 
who  is  a citizen  of  the  United  States,  and  who  has 
not  been  judged  guilty  of  moral  turpitude  or  other 


serious  crime,  may  be  eligible  for  membership  after 
being  certified  by  the  Secretary  of  a component  society 
as  being  a member  in  good  standing  of  said  component 
county  society  and  upon  paying  dues  to  this  Asso- 
ciation as  hereinafter  provided. 

(B)  A physician  holding  the  degree  of  Doctor  of 
Osteopathy  from  a college  of  Osteopathy  acceptable 
to  the  Council  or  the  Association  and  licensed  for  full 
practice  privileges  by  the  Composite  Board  of  Med- 
ical Examiners  of  the  State  of  Georgia,  who  is  a citi- 
zen of  the  United  States,  and  who  has  not  been 
judged  guilty  of  moral  turpitude  or  other  serious  crime, 
may  be  eligible  for  membership  after  being  certified  by 
the  Secretary  of  a component  society  as  being  a mem- 
ber in  good  standing  of  said  component  county  society 
and  upon  paying  dues  to  this  Association  as  herein- 
after provided.” 

ITEM  6:  PAST  PRESIDENTS  AS  HONORARY 
MEMBERS  OF  COUNCIL  AND  AMA 
ALTERNATE  DELEGATES  AS 
EX-OFFICIO  MEMBERS 
OF  COUNCIL 

On  December  11,  1971  the  Council  took  the  fol- 
lowing action:  “Dr.  Bohler  read  a resolution  to  allow 
Past  Presidents  of  MAG  to  be  made  Honorary  Coun- 
cilors and  invited  to  attend  all  Council  meetings,  and 
to  ask  the  Constitution  and  Bylaws  Committee  to  make 
the  necessary  enabling  changes.  On  motion  duly  made 
and  seconded,  this  resolution  was  approved.” 

On  February  11,  1972  the  Council  took  the  follow- 
ing action:  “Council  heard  the  recommendation  that 
the  Constitution  and  Bylaws  Committee  prepare  lan- 
guage to  make  the  Alternate  Delegates  to  the  Amer- 
ican Medical  Association  Ex-Officio  members  of  Coun- 
cil without  the  right  to  vote.  This  motion  (Dowda- 
Eldridge)  was  adopted.” 

This  may  be  accomplished  in  the  Constitution  by  in- 
serting between  the  words  “Delegates  to"  the  words 
“and  Alternate  Delegates”  in  the  second  sentence  to 
Article  VI,  Section  1.  Composition.  Also  in  the  same 
sentence  by  inserting  between  the  words  ''Journal  and” 
the  words  “Past  Presidents”  so  that  the  sentence  would 
read  as  follows: 

“Delegates  and  Alternate  Delegates  to  the  AMA.  the 
Treasurer,  Editor  of  the  Journal,  Past  Presidents,  and 
the  Executive  Director  shall  be  Ex-Officio  members  of 
Council  without  the  right  to  vote.” 

The  following  changes  would  be  required  in  the  By- 
laws in  order  to  accomplish  these  recommendations: 

“Chapter  4,  Section  1,  Composition:"  The  first  sen- 
tence is  changed  by  inserting  the  following  between 
the  words  “House  of  Delegates  and  Councilors."  the 
words  “Past  Presidents,”  so  that  the  sentence  would 
read  as  follows:  “The  Council  is  composed  of  the 
President  and  President-Elect,  Immediate  Past  Presi- 
dent, who  shall  serve  as  a full  member  of  Council  for 
a period  of  three  years,  two  Vice  Presidents.  Secretary, 
Speaker  of  the  House  of  Delegates  or  Vice  Speaker  of 
the  House  of  Delegates,  Past  Presidents  and  Councilors 
or  Vice  Councilors  selected  as  follows:". 

The  last  Paragraph  of  Chapter  4,  Section  1.  Compo- 
sition is  changed  as  follows:  The  last  sentence  of  the 
last  paragraph  would  be  changed  b}^  inserting  between 
the  words  “Delegates  to”  the  words  "and  Alternate 
Delegates”;  and  also  adding  between  the  words  "Jour- 
nal, and”  the  words  “Past  Presidents,”.  So  that  the  last 
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sentence  of  Section  1 would  read  as  follows:  “Delegates 
and  Alternate  Delegates  to  the  American  Medical  As- 
sociation, the  Editor  of  the  Journal,  Past  Presidents, 
and  the  Executive  Director  shall  be  Ex-Officio  mem- 
bers of  the  Council  without  the  right  to  vote.” 

Liaison  Committee  with  Composite  Board  of 
Medical  Examiners 

C.  E.  Bohler,  M.D.,  and  Albert  M.  Deal,  M.D. 

The  Liaison  Committee  suggests  extending  on  a con- 
tinuing basis  an  invitation  to  all  individuals  holding 
an  unrestricted  license  for  the  practice  of  medicine  is- 
sued by  the  Composite  Board  of  Medical  Examiners 
to  become  members  of  the  Medical  Association  of 
Georgia. 

It  is  pointed  out  that  there  are  two  Osteopaths  on 
the  Composite  Board  of  Examiners  and  these  men 
participate  in  disciplinary  procedures  and  licensing  pro- 
cedures of  all  people  seeking  an  unrestricted  license 
for  the  practice  of  medicine. 

Having  brought  certain  qualified  Osteopaths  into  the 
mainstream  of  medicine  and  having  granted  them  an 
unrestricted  license  and  having  provided  for  the  even- 
tual future  in  that  there  will  be  no  Osteopaths  who  do 
not  meet  unrestricted  license  provisions,  it  would  seem 
that  we  could  best  provide  continuing  education  and 
possibly  disciplinary  control  if  they  are  allowed  and 
encouraged  to  become  active  in  organized  medicine  as 
represented  by  M.A.G.  and  its  component  societies. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  considered  each  item  of 
the  Constitution  and  Bylaws  Committee  report  sepa- 
rately and  makes  the  following  separate  recommen- 
dations: 

Item  1 proposes  that  the  Treasurer  become  an  elect- 
ed officer  of  the  MAG  with  full  voting  rights  on 
Council  and  the  Executive  Committee  of  Council. 
Pages  one  through  four  deal  with  the  appropriate 
amendments,  both  technical  and  substantive,  to  accom- 
plish these  purposes.  The  reference  committee  recom- 
mends approval  and  observes  that  the  House  of 
Delegates  approved  this,  in  principle,  at  their  1971 
meeting; 

Item  2 is  designed  to  expedite  the  business  of  the 
House  of  Delegates  by  deleting  the  Bylaws  require- 
ment for  all  reports  to  be  referred  to  reference  com- 
mittees. This  action  was  recommended  by  the  1971 
House  of  Delegates  and  your  reference  committee  rec- 
ommends approval  at  this  time; 

Item  3 provides  for  the  orderly  succession  to  the 
MAG  Presidency  in  the  event  of  a catastrophic  oc- 
currence that  eliminated  all  elected  successors.  Like 
Item  2,  this  was  also  approved  by  the  House  of  Dele- 
gates last  year  and  is  submitted  now  with  approval  for 
formal  adoption; 

Item  4 stipulates  that  reinstatement  of  lapsed  MAG 
membership  be  conditioned,  among  other  require- 
ments, upon  the  payment  of  one  year’s  dues  in  arrears 
and  that  the  specific  year  shall  be  the  one  immediately 
preceding  the  year  in  which  reinstatement  is  sought. 
This  is  the  only  change  made  by  Item  4 of  the  report 
and  your  reference  committee  recommends  approval. 

Item  5 and  Committee  Report  72-3 — Liaison  Com- 
mittee with  Composite  Board  of  Medical  Examiners, 
were  considered  together  as  they  both  relate  to  the 


same  proposed  change  in  the  Bylaws.  Adoption  of  Item 
5 would  amend  the  Bylaws  to  make  MAG  member- 
ship available  to  osteopaths.  The  committee  received 
lengthy  testimony  on  this  matter.  The  committee  noted 
that  an  actual  request  for  MAG  membership  had  not 
been  received.  The  committee  further  noted  that  the 
House  refused  to  approve  this  amendment  last  year. 
Accordingly,  the  reference  committee  recommends 
disapproval  of  both  Item  5 and  Committee  Report  72-3 
with  an  additional  recommendation  that  Executive 
Committee  of  Council  appoint  a liaison  committee  with 
the  Georgia  Osteopathic  Association  to  further  ex- 
plore the  possibilities  of  MAG  membership  for  osteo- 
paths with  full  practice  licenses; 

Item  6 provides  that  all  past  MAG  Presidents  be- 
come Honorary  members  of  Council  (without  the 
right  to  vote)  and  that  AMA  Alternate  Delegates  be 
made  ex-officio  members  of  Council  without  the  right 
to  vote.  Your  reference  committee  recommends  ap- 
proval of  Item  6 feeling  that  much  expertise  and 
knowledge  of  organized  medicine  would  otherwise  be 
lost  to  the  Association. 

HOUSE  OF  DELEGATES  ACTION— It  was  noted 
that  item  1 had  been  previously  approved  by  the 
House  in  order  to  facilitate  balloting  for  office  of 
Treasurer.  The  House  then  adopted  the  report  as  rec- 
ommended by  the  reference  committee. 

National  Legislation  Committee 

J.  Frank  Walker,  M.D.,  Chairman 

At  the  national  level  two  issues,  on  a short  haul 
basis,  occupy  majority  attention  from  organized  medi- 
cine during  the  early  months  of  the  last  half  of  the 
92nd  Congress.  These  are:  chiropractic  and  national 
health  insurance. 

1.  Chiropractic — H.R.  1,  Social  Security  amend- 
ments, contains  numerous  changes  in  the  Medicare,  Med- 
icaid and  welfare  programs.  This  bill  has  been  slow 
working  its  way  through  the  Congress,  having  passed 
the  House  in  1971.  As  of  the  date  of  this  report 
(4/14/72),  H.R.  1 is  still  pending  in  the  Senate  Fi- 
nance Committee.  The  Finance  Committee  has  includ- 
ed an  amendment  to  cover  chiropractic  services  under 
Part  B “to  the  extent  it  involves  treatment  by  means  of 
manual  manipulation  of  the  spine  by  a chiropractor 
meeting  minimum  standards  established  by  the  Sec- 
retary of  HEW.” 

In  private  meetings  with  officials  in  Washington,  we 
have  been  told  that  this  amendment  will  pass  the  Sen- 
ate, but  there  is  a strong  likelihood  that  it  will  be  de- 
leted from  H.R.  1 by  a Conference  Committee  of  the 
House  and  Senate  as  they  attempt  to  work  out  differ- 
ences between  the  House  passed  and  Senate  passed 
versions  of  this  bill.  Your  Committee  will  continue  to 
push  for  defeat  of  the  Senate  Finance  Committee 
chiropractic  amendment. 

2.  National  Health  Insurance — As  of  this  date  there 
are  five  members  of  the  Congress  from  Georgia  who 
have  introduced  (or  co-sponsored)  the  AMA  promoted 
“Medicredit”  bill.  They  are:  Congressman  Elliott  Ha- 
gan (First  District);  Benjamin  Blackburn  (Fourth  Dis- 
trict); Fletcher  Thompson  (Fifth  District);  William 
Stuckey  (Eighth  District);  and  Robert  Stephens  (Tenth 
District).  In  its  simplest  form,  the  Medicredit  bill  is 
designed  to  give  maximum  help  to  those  unable  to 
help  themselves  and  minimum  help  to  those  able  to 
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pay  their  own  way.  To  accommodate  the  people  be- 
tween these  two  extremes,  a sliding  scale,  based  on  the 
amount  of  income  tax  paid,  is  used  to  determine  the 
amount  of  federal  help  one  (or  family  ) would  receive. 

If  a person  or  family  owes  no  federal  income  tax  for 
the  year  because  he  has  no  income,  low  income,  or  a 
large  number  of  dependents,  the  total  cost  of  basic 
and  catastrophic  coverage  would  be  paid  by  the  Fed- 
eral government.  The  family  would  receive  a “Certifi- 
cate of  Entitlement”  which  would  cover  the  entire 
premium  or  membership  cost  for  an  approved  pro- 
gram from  whatever  insurance  company  or  plan  the 
family  chooses. 

For  those  families  or  individuals  who  pay  federal 
income  tax,  the  formula  is  most  complicated.  The  cost 
of  the  approved  policy  (or  plan)  is  divided  into  two 
parts.  Most  of  the  cost  will  go  for  basic  coverage;  a 
smaller  portion  is  for  catastrophic  coverage.  The  insur- 
ance company  will  determine  how  much  is  paid  for 
each. 

It  will  pay  a percentage  of  the  cost  based  on  the 
amount  of  income  tax  the  family  or  individual  owes. 
As  income  goes  up,  the  federal  contribution  comes 
down. 

The  MAG  House  of  Delegates  endorsed  the  con- 
cept of  Medicredit  at  its  meeting  last  year  as  being 
the  most  logical  answer  to  the  national  health  insur- 
ance matter  to  be  presented  to  date. 

It  is  considered  unlikely  that  a final  vote  on  any 
kind  of  comprehensive  national  health  insurance  will 
take  place  this  year.  This  will,  of  course,  make  na- 
tional health  insurance  a prime  political  issue  during 
the  1972  Presidential  election. 

A bill  that  has  great  potential  interest  to  the  med- 
ical profession  (particularly  in  Georgia  in  view  of 
the  emergence  of  the  Department  of  Human  Resources) 
is  one  introduced  by  Senator  Abraham  Ribicoff  of  Con- 
necticut. The  Ribicoff  bill  provides  for  the  establish- 
ment of  a separate  Department  of  Health,  not  a part 
of  the  HEW  complex.  Senator  Ribicoff'  was  Secretary 
of  the  Department  of  Health,  Education  and  Welfare 
under  President  Kennedy.  This  bill,  most  surely,  will 
not  be  enacted  this  year,  but  it  is  one  that  your  Com- 
mittee will  watch  with  interest  in  the  years  immediate- 
ly ahead. 

ANNUAL  CONGRESSIONAL  LUNCHEON— The 
1972  annual  Congressional  luncheon  was  held  on 
April  13,  in  Washington.  As  in  the  past  each  member 
of  the  Georgia  Delegation  from  the  House  and  Senate 
was  invited  to  attend  our  luncheon  and  each  was 
hosted  personally  by  a physician  constituent.  On  this 
occasion  all  members  of  the  House  were  present.  Sen- 
ator Talmadge  was  unavoidably  detained  on  the  floor 
of  the  Senate  and  Senator  Gambrell  was  in  Georgia. 
Senator  Gambrell  sent  his  Administrative  Assistant  to 
represent  him,  and  Senator  Talmadge  received  our  dele- 
gation in  his  office  after  the  luncheon. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  approves  with  commenda- 
tion the  report  of  the  Committee  on  National  Legisla- 
tion and  recommends  that  it  he  received  for  informa- 
tion by  the  House  as  no  recommendations  were  con- 
tained therein. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  committee  on  National  Legislation  as 
recommended  by  the  reference  conunittee. 


State  Legislation  Committee 

Harrison  L.  Rogers,  M.D.,  Chairman 

The  dominant  issue  of  the  1972  General  Assembly 
was,  of  course,  the  Governor’s  plan  for  reorganization 
of  the  Executive  Branch  of  State  government.  It  over- 
shadowed all  other  matters  and  frequently  obscured 
them  to  the  point  that  they  failed  to  receive  the  kind  of 
attention  they  would  have  received  in  other  years. 

The  Human  Resources  concept  as  offered  by  the 
Governor  was  the  central  issue  of  reorganization.  Be- 
cause of  its  far  reaching  consequences  it  commanded 
the  great  majority  of  MAG’s  time  and  attention.  A 
full  scaled  campaign  was  organized  and  carried  out 
and  defeat  of  this  issue  became  the  almost  full  time 
legislative  objective  of  the  Association. 

There  seems  little  doubt  that  the  overall  legisla- 
tive position  of  MAG  was  damaged  during  this  long 
and  frequently  bitter  session.  It  seems  equally  obvi- 
ous that  some  means  of  fully  re-establishing  MAG  as 
the  authoritative  voice  of  medicine  at  the  Capitol  is  a 
matter  that  must  be  given  high  priority. 

While  reorganization  over-shadowed  all  other  mat- 
ters during  the  1972  Session,  nontheless  other  items  of 
importance  to  the  profession  were  considered  and  dis- 
posed of  by  the  General  Assembly.  High  on  the  list 
were  hills  dealing  with  “physician’s  assistants.”  and 
Chiropractic.  These  bills  and  other  bills  of  interest  to 
MAG  are  discussed  in  more  detail  as  follows; 

NOTE:  As  of  the  writing  of  this  report  none  of  the 
bills  described  herein  have  been  signed  into  law  by  the 
Governor.  Your  Committee  on  State  Legislation  an- 
ticipates making  a Supplemental  Report  to  advise  the 
House  of  the  final  action  taken  by  the  Governor. 

(1)  HUMAN  RESOURCES  (H.B.  1424)— This 

portion  of  the  Governor’s  reorganization  proposal  abol- 
ished the  Board  of  Health,  combined  the  Department 
of  Health  with  the  Departments  of  Welfare,  Vocation- 
al Rehabilitation  and  several  lesser  agencies  to  create 
a Department  of  Human  Resources.  It  created  a 15- 
man  Board  of  Human  Resources  consisting  of  five 
physicians,  two  health  related  people  and  eight  lay- 
men. The  bill  further  provides  for  a Division  of  Mental 
Health  separate  and  apart  from  the  Division  of  Physical 
Health.  The  Governor  has  indicated  in  private  dis- 
cussions that  he  will  include  a pharmacist  and  a den- 
tist among  the  non-physicians  appointed  to  the  Board. 
MAG  will  participate  (by  statute)  in  a Medical  Nom- 
inating Committee  to  select  25  physicians  from  which 
the  Governor  must  choose  five  for  appointment  to  the 
Board  of  Human  Resources.  A copy  of  the  House  and 
Senate  voting  record  on  this  matter  is  attached  and  be- 
comes a part  thereof.  PASSED. 

(2)  CHIROPRACTIC  (S.B.  474)— This  bill  would 
have  compelled  all  health  and  accident  insurance  pol- 
icies to  include  reimbursement  for  services  rendered 
by  Chiropractors.  As  introduced  the  hill  also  covered 
Workmen’s  Compensation  and  Medicaid.  Medicaid, 
however,  was  amended  out  of  the  bill  in  the  House 
Committee.  S.B.  474  passed  the  Senate  31  to  9.  was 
favorably  reported  from  the  House  Insurance  Committee. 
The  House  Rules  Committee,  and  very  narrowly  de- 
feated on  the  floor  of  the  House  (approximately  15 
minutes  prior  to  midnight  adjournment  deadline  on 
the  last  day  of  the  Session).  In  the  House  all  bills 
must  receive  a constitutional  majority  of  98  votes  to 
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pass.  The  Chiropractors,  encouraged  by  their  “near 
win,”  are  certain  to  reintroduce  their  bill  again  next 
year.  They  will  have  had  an  opportunity  to  lobby  for 
their  bill  during  a campaign  year  and  MAG  must  ex- 
pect another  strong  push  to  enact  this  legislation.  House 
and  Senate  voting  records  on  this  bill  are  attached  and 
made  a part  of  this  report.  DEFEATED. 

(3)  PHYSICIAN'S  ASSISTANT  (H.B.  1591  & 

1592) — H.B.  1591  was  a technical  bill  to  authorize 
certain  people  to  engage  in  the  limited  and  controlled 
practice  of  medicine  without  a license  to  practice  medi- 
cine: In  short,  an  exception  to  the  Medical  Practice 
Act.  H.B.  1593  is  the  bill  that  actually  creates  physi- 
cian’s assistants  as  a new  category  of  health  care  per- 
sonnel. A copy  of  the  full  bill  will  be  made  available 
to  the  Reference  Committee  for  their  study.  Points  of 
significant  interest  in  this  bill  are: 

(a)  Definition  of  physician's  assistants  is  “Physi- 
cian’s Assistant  means  a skilled  person  qualified  by 
academic  and  practical  training  to  provide  patients’  ser- 
vices not  necessarily  within  the  physical  presence  but 
under  the  personal  direction  or  supervision  of  the  ap- 
plying physician.” 

(b)  Applications  to  utilize  a physician’s  assistant 
shall  only  be  made  by  licensed  M.D.’s  or  D.O.’s  to  the 
Board  of  Medical  Examiners  and  must  include  a de- 
scription of  the  physician’s  practice  and  the  way  in 
which  the  assistant  is  to  be  used. 

fc)  No  physician  shall  have  more  than  two  Physi- 
cian’s Assistants  in  his  employment  any  one  time. 

(d)  Physician’s  Assistants  shall  be  authorized  to  per- 
form their  duties  only  in  the  principal  offices  of  the 
physician  with  whom  they  are  employed.  However, 
they  may  be  used  in  making  house  calls,  and  conduct 
hospital  rounds. 

(e)  MAG  efforts  to  amend  the  bill  to  restrict  its  ap- 
plication to  those  physicians  engaged  in  private  prac- 
tice failed.  However,  we  were  able  to  secure  an  amend- 
ment to  restrict  the  use  of  Physician’s  Assistants  by 
public  health  physicians  to  those  engaged  in  treating 
patients — administrative  physicians  could  not  employ 
Physician’s  Assistants. 

ff)  The  Board  of  Medical  Examiners  is  authorized 
to  adopt  rules  that  will  exempt  qualified  medical  em- 
ployees from  this  act  when  they  are  performing  func- 
tions permitted  by  law  or  custom.  PASSED. 

(4)  INTERNSHIP  (H.B.  548)— MAG  sponsored 
legislation  (carried  over  from  last  year)  that  permits 
the  Board  of  Medical  Examiners  to  accept  a clinical 
training  program  other  than  an  internship  as  a con- 
dition of  licensure  was  PASSED. 

(5)  OPTOMETRY  (H.B.  1417) — The  optometrists 
hailed  this  bill  as  a “freedom  of  choice”  bill  only.  It 
was  much  more.  It  would  have  restricted  any  agency 
of  government  which  had  assumed  responsibility  for 
paying  for  the  health  care  of  any  citizen  from  refer- 
ring that  person  to  an  M.D.  for  diagnosis  or  treatment 
of  any  condition  that  comes  within  the  scope  of  prac- 
tice of  an  optometrist.  To  do  so  would  have  consti- 
tuted an  act  of  illegal  discrimination  under  this  bill. 
Extensive  hearings  held  by  the  House  Health  and  Ecol- 
ogy Committee  resulted  in  the  defeat  of  this  bill.  DE- 
FEATED. 

(6)  CLINICAL  LABORATORIES  (S.B.  615  & S B. 
389) — S.B.  615  provides  that  persons  who  hold  Doc- 
torate Degrees  shall  be  eligible  to  be  directors  of  clin- 
ical laboratories.  Previously,  Georgia  law  stipulated 


that  only  M.D.’s  could  be  clinical  laboratory  directors. 
Senate  Bill  389  provides  that  clinical  laboratories 
(which  collect,  store  and  process  blood)  must  adopt 
regulations  which  conform  to  the  “Standards  for  Blood 
Banks  and  Transfusion  Services”  most  recently  pub- 
lished by  the  American  Association  of  Blood  Banks. 
BOTH  BILLS  PASSED. 

(7)  ABORTION  (H.B.  647) — A substitute  abortion 
bill  which  incorporated  all  the  points  agreed  to  by  the 
1971  House  of  Delegates  (except  restricting  procedure 
to  JCAH  only)  was  favorably  reported  from  the  House 
Health  and  Ecology  Committee.  It  was  subsequently 
defeated  on  the  floor  of  the  House.  DEFEATED. 

(8)  HYPNOSIS  (H.B.  2036)— MAG  sponsored 
legislation  to  restrict  the  use  of  hypnosis  to  physi- 
cians, dentists,  optometrists  and  clinical  psychologists 
(on  referral  from  M.D.’s  only).  Use  of  hypnosis  by 
anyone  other  than  those  named  above  (except  when 
self-induced)  would  have  been  contrary  to  law.  The 
bill  was  defeated  in  the  House  Health  and  Ecology 
Committee.  DEFEATED. 

(9)  BLUE  SHIELD  (H.B.  1845)— This  bill  would 
have  given  the  Insurance  Commissioner  (Comp.  Gen- 
eral) the  authority  to  cancel  the  charter  of  Blue  Cross- 
Blue  Shield  Plans  for  failure  to  perform  certain  acts. 
No  provision  was  made  for  an  appeal  from  an  ad- 
verse decision  of  the  Commissioner.  The  bill  passed 
the  House  but  was  not  voted  on  in  the  Senate.  DE- 
FEATED. 

(10)  TRAFFIC  SAFETY — Four  traffic  safety  bills 
supported  by  MAG  were  enacted.  They  were:  H.B. 
370,  a bill  to  regulate  the  licensing  of  ambulance  ser- 
vices to  include  first  aid  training  for  operators;  H B. 
58,  a bill  to  require  periodic  re-examination  for  visual 
acuity  as  a condition  for  reissuance  of  a driver’s  li- 
cense; H.B.  59,  a bill  to  establish  a classification  of 
drivers’  permits  (auto,  motorcycle,  truck,  etc.);  and 
H.B.  1389,  a bill  designed  to  identify  and  effectively 
deal  with  habitual  offenders  of  traffic  safety  laws. 
PASSED. 

(11)  CERTIFICATE  OF  NEED  (S.B.  341)— This 
bill  would  have  required  approval  by  the  Health  De- 
partment in  order  to  expand  existing  hospital  or  build 
a new  hospital.  MAG  opposed  this  bill.  DEFEATED. 

(12)  COUNCIL  ON  MATERNAL  HEALTH 
(H.B.  1044) — This  hill  provides  for  the  Governor  to 
appoint  a 10-man  Council  on  Maternal  Health.  The 
Council  is  to  be  composed  of  obstetricians,  nurses,  hos- 
pital administrators,  public  health  physicians  and  edu- 
cators. The  Council  is  supposed  to  represent  a cross 
section  of  professional  and  institutional  personnel.  It 
will  serve  in  an  advisory  capacity  and  will  concern  it- 
self with  all  phases  of  maternal  health.  PASSED. 

(13)  DOCTOR-OF-THE-DAY— This  program  con- 
tinues to  draw  warm  praise  from  members  of  the 
House  and  Senate  and  remains  MAG’s  most  visable 
public  relations  endeavor.  Your  Committee  on  State 
Legislation  wishes  to  take  this  opportunity  to  sincerely 
thank  all  those  who  participated  in  this  program,  and 
in  particular  wishes  to  extend  its  appreciation  to  Drs. 
Charles  Watkins  and  James  Kaufmann,  Co-Chairmen 
for  the  project.  In  addition,  we  wish  to  publicly  ac- 
knowledge the  assistance  of  Mr.  Charles  Burge,  As- 
sociate Administrator  at  St.  Joseph's  Infirmary,  Atlan- 
ta, for  making  available  the  services  of  Mrs.  Doris 
Boyd  as  our  nurse  for  the  full  session  of  the  General 
Assembly. 
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COMMENDATIONS — ( 1 ) This  past  session  of  the 
General  Assembly  was  one  of  the  most  grueling  that 
anyone  at  MAG  can  recall.  Without  the  assistance  of 
many  hometown  physicians,  too  numerous  to  mention 
here,  the  job  of  the  Legislative  Committee  would  have 
been  impossible.  We  want  to  take  this  opportunity 
to  thank  each  of  them  sincerely  and  to  add  that  with- 
out their  support  MAG  would  have  had  no  success  at 
all  in  their  legislative  program.  (2)  In  addition,  your 
Committee  wants  to  call  special  attention  to  the  sup- 
port it  received  from  the  Medical  Association  of  At- 
lanta and  in  particular  the  effective  services  of  their 
Executive  Director,  Mr.  John  Kiser. 

RECOMMENDATIONS 

( 1 ) It  is  apparent  that  MAG  needs  considerably 
more  help  with  its  legislative  program.  The  number  of 
bills  introduced  and  their  complexity  make  necessary 
that  we  “beef  up”  lobbying  and  other  legislative  ef- 
forts. Accordingly,  we  would  like  to  recommend  that 
extensive  use  of  the  MAG  Field  Representatives  be 
made  to  augment  the  legislative  program  and  that 
their  full-time  services  be  made  available  to  the  legis- 
lative effort  from  December  through  adjournment  of  the 
General  Assembly. 

(2)  Chiropractors  missed  by  two  votes  having  their 
compulsory  insurance  bill  enacted  this  year.  For  the 
past  several  years  your  Committee  on  Legislation  has 
recommended  that  County  Medical  Societies  take  the 
matter  of  Chiropractic  seriously  and  develop  a dia- 
logue with  local  Representatives  and  Senators  to  pre- 
vent what  almost  happened  this  year.  Your  Legisla- 
tive Committee  once  again  urges  that  all  County  Med- 
ical Societies  set  aside  one  meeting  during  the  year  to 
invite  your  Senators  and  Representatives  to  attend  for 
a frank,  open  discussion  of  this  serious  matter. 

(3)  Our  able  and  dedicated  “man  at  the  Capitol,” 
Mr.  Jim  Moffett,  did  an  unbelievable  amount  of  work 
this  year.  He  was  called  on  to  almost  singlehandedly 
take  on  the  entire  administrative  department  of  State 
Government.  He  had  the  impossible  task  of  adding  to 
this  full-time  job,  his  usual  duties  of  keeping  up  with 
all  medically  significant  bills  introduced.  Keeping  up 
with  where  these  bills  were  at  any  given  moment  and 
trying  to  arrange  for  expert  testimony  in  committee 
was  an  impossible  task  which  he  accepted  with  his 
usual  competence.  As  literally  dozens  of  MAG  mem- 
bers will  attest,  his  job  continued  until  late  each  night 
as  he  called  on  them  individually  to  contact  their  local 
legislators  to  effect  one  phase  of  legislation.  Mr.  Mof- 
fett was  hopelessly  outnumbered  and  needs  our  help 
in  this  vital  job. 

This  Committee  recommends  that  the  superb  efforts 
of  Mr.  Moffett  be  officially  brought  to  the  attention  of 
this  House  of  Delegates  and  to  the  Executive  Com- 
mittee. 

State  Legislation  Committee 

Harrison  L.  Rogers,  Jr.,  M.D.,  Chairman 

As  of  the  date  on  which  the  Report  of  the  Com- 
mittee on  State  Legislation  was  filed  with  the  House 
of  Delegates  the  ultimate  status  of  certain  bills  of  in- 
terest to  MAG  was  unknown. 

Under  Georgia  law  the  Governor  has  30  days  (ex- 
cluding Sundays)  in  which  to  sign  or  veto  bills  or  per- 
mit them  to  become  law  without  his  signature. 


The  following  bills  of  interest  to  MAG  have  been 
signed  into  law: 

H.B.  58  (Act  No.  1491) — Periodic  re-examination 
for  visual  acuity  for  driver’s  license. 

H.B.  59  (Act.  No.  1492) — Establish  classification  of 
driver’s  licenses. 

H.B.  370  (Act  No.  1199) — License  and  regulate  am- 
bulances. 

H.B.  548  (Act  No.  1301) — Medical  Examiners  Board 
accept  clinical  training  program  in  lieu  of  internship 
for  licensure. 

H.B.  1044  (Act  No.  1201) — Creates  Council  on  Ma- 
ternal Health. 

H.B.  1389  (Act.  No.  1495) — Habitual  offender — 
identify  and  punish. 

H.B.  1591  (Act  No.  1207) — Provides  for  physician’s 
assistant  as  an  exception  to  the  Medical  Practice  Act. 

H.B.  1592  (Act  No.  1208) — Sets  scope  of  practice 
and  method  of  becoming  a physician’s  assistant. 

S.B.  389  (Act  No.  1558) — Provides  that  blood  fa- 
cilities adopt  American  Association  of  Blood  Banks 
“Standards  for  Blood  Banks  and  Transfusion  Services.” 

S.B.  615  (Act  No.  1564) — Authorize  Ph.D.’s  to  be 
Clinical  Laboratory  Directors. 

The  Governor  did  not  veto  any  bills  of  interest  to 
MAG. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— These  reports  were  considered  together  and  it  is 
recommended  that  both  be  approved  with  commenda- 
tion with  the  additional  recommendation  that  copies 
of  the  Physician’s  Assistant  Bill  (H.B.  1591  & H.B, 
1592)  be  sent  to  all  County  Medical  Society  Presi- 
dents and  that  they  be  urged  to  call  these  bills  to  the 
attention  of  their  membership;  and  further,  that  copies 
of  these  important  bills  be  made  available  to  the  en- 
tire membership  on  request. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  State  Legislation  and  Sup- 
plemental Report  of  the  Committee  72-1  as  recom- 
mended by  the  Reference  Committee. 

Resolution  72-1 

Change  in  Qualifications  for  Membership  to  the 
Medical  Association 

Baldwin  County  Medical  Society 

WHEREAS,  the  Georgia  State  Law  to  practice  med- 
icine has  been  amended  to  permit  certain  aliens  to 
practice  medicine  in  the  State  of  Georgia  (Georgia 
Code  Chapter  84-907.5);  and, 

WHEREAS,  the  present  Bylaws  of  the  Medical  As- 
sociation of  Georgia  does  not  permit  these  physicians 
to  become  members  of  our  Association;  and, 

WHEREAS,  the  importance  that  all  licensed  prac- 
ticing physicians  in  the  State  of  Georgia  be  permitted 
to  become  members  of  the  Medical  Association  of 
Georgia  is  recognized;  therefore  be  it 

RE^SOLVED^BY  THE  BALDWIN  COUNTY  MED- 
ICAL SOCIETY  at  its  regular  meeting  on  February 
9,  1972,  that  the  Bylaws  of  the  Medical  Association  of 
Georgia  be  amended  so  that  physicians  that  have  ob- 
tained their  Georgia  State  License  under  the  Georgia 
State  Law  84-907.5,  be  permitted  to  become  members 
of  the  Medical  Association  of  Georgia.  This  law  states 
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that  these  physicians  must  have  filed  an  intent  to  be- 
come a United  States  Citizen  and  must  become  a citi- 
zen within  seven  years. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— This  resolution  proposes  the  repeal  of  citizenship  as 
a condition  of  membership  in  MAG.  Your  reference 
committee  recommends  approval  of  this  resolution 
when  amended  as  follows:  On  line  15  following  the 
word  physicians,  add  “holding  the  M.D.  degree”  and 
by  deleting  from  line  16  the  words  “under  the  Georgia 
State  Law  84-907.5”,  and  by  deleting  in  their  entirety 
lines  18,  19  and  20.  So  when  amended  the  resolved 
portion  of  the  Resolution  will  read:  “RESOLVED 
BY  THE  BALDWIN  COUNTY  MEDICAL  SOCIETY 
at  its  regular  meeting  on  February  9,  1972,  that  the 
Bylaws  of  the  Medical  Association  of  Georgia  be 
amended  so  that  physicians  holding  the  M.D.  degree 
that  have  obtained  their  Georgia  State  License  be 
permitted  to  become  members  of  the  Medical  Asso- 
ciation of  Georgia. 

HOUSE  OF  DELEGATES  ACTION— Adopted  Res- 
olution 72-1  as  recommended  by  the  reference  com- 
mittee. 

Supplemental  Report  72-3 
Retention  of  Present  Councilor  Districts 

C.  E.  Bohler,  M.D.,  Chairman 

The  Committee  on  Long  Range  Planning  was  ap- 
pointed to  study  the  effects  of  Congressional  redis- 
tricting in  the  organizational  structure  of  MAG:  Coun- 
cil, District  Medical  Societies,  other  medical  society 
entities  that  relate  to  or  are  affected  by  Congressional 
District  lines,  and  public  agencies. 

The  Committee  on  Long  Range  Planning  is  giving 
study  to  a system  that  will  not  require  changing  every 
time  the  General  Assembly  is  forced  to  redraw  Con- 
gressional District  lines.  It  is  a complex  undertaking. 

RECOMMENDATION 

Until  this  study  is  completed  and  adopted  by  the 
House  of  Delegates  it  is  recommended  that  the  present 
Councilor  Districts  be  retained  and  that  they  continue 
to  serve  as  the  basis  on  which  to  resolve  all  matters 
now  related  to  District  Medical  Societies. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  receiving  of 
this  report  for  information. 

HOUSE  OF  DELEGATES  ACTION— Adopted  Sup- 
plemental Report  72-3  as  recommended  by  the  refer- 
ence committee. 

Resolution  72-4 

Change  in  Bylaws  to  Permit  Physicians  Who 
Retire  at  62  or  Are  Permanently  Disabled 
to  Retain  Membership 

Menard  Ihnen,  M.D.,  Delegate 

BE  IT  RESOLVED,  that  the  Bylaws  of  the  Medical 
Association  be  amended  to  permit  physicians  who  re- 
tire from  practice  after  sixty-two  years  of  age  or  at 
any  age  if  permanently  disabled  may  retain  member- 
ship in  the  Medical  Association  of  Georgia  without  the 


right  to  vote  or  hold  ofiice  and  without  the  require- 
ment of  payment  of  dues. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
this  Resolution  as  amended  by  deleting  the  word 
“after”  on  line  2,  by  deletion  of  all  of  line  3 and 
changing  the  word  “may”  to  “to”  on  line  5.  As 
amended  this  resolution  would  read:  “BE  IT  RE- 
SOLVED, that  the  Bylaws  of  the  Medical  Associ- 
ation of  Georgia  be  amended  to  permit  physicians 
who  retire  from  practice  to  retain  membership  in  the 
Medical  Association  of  Georgia  without  the  right  to 
vote  or  hold  office  and  without  the  requirement  of 
payment  of  dues.” 

Your  reference  committee  makes  the  additional  rec- 
ommendation that  this  matter  be  referred  to  the  Com- 
mittee on  Constitution  and  Bylaws  for  drafting  the  ap- 
propriate language  and  to  bring  back  to  the  1973  House 
of  Delegates  for  a vote. 

HOUSE  OF  DELEGATES  ACTION— Adopted  Res- 
olution 72-4  as  recommended  by  the  reference  com- 
mittee. 

Resolution  72-5 

Attorney  General’s  Ruling  on  Podiatric 
Practice  Privileges 

Luther  H.  Wolff,  M.D. 

WHEREAS,  on  July  22,  1971,  Arthur  K.  Bolton,  At- 
torney General  of  the  State  of  Georgia,  issued  a ruling 
stating  that  Podiatrists  are  “licensed  Doctors  of  Med- 
icine” or  “doctors  of  medicine  licensed  to  practice 
medicine  in  this  State”;  and, 

WHEREAS,  this  ruling  arbitrarily  and  automatical- 
ly places  Podiatrists  on  an  equal  footing  and  status  of 
individuals  holding  degrees  of  Doctors  of  Medicine; 
and, 

WHEREAS,  this  ruling  was  obviously  made  with  no 
regard  for  an  account  of  training,  competency,  or 
basic  scientific  qualifications;  and, 

WHEREAS,  Podiatrists  are  not  required  to  com- 
plete a post-graduate  program  approved  for  such  pur- 
pose by  the  Composite  State  Board  of  Medical  Ex- 
aminers, nor  are  they  required  to  pass  the  examination 
given  by  the  Composite  State  Board  of  Medical  Exam- 
iners, and, 

WHEREAS,  Podiatrists  attempt,  and  claim  to  be 
able,  to  perform  many  complicated  and  serious  pro- 
cedures on  the  foot  and  leg,  which,  in  fact,  are  often 
a manifestation  of  a general  bodily  disease  or  process; 
and, 

WHEREAS,  this  ruling  will  tend  to  negate  the  strict 
supervision  and  control  established  by  laws  to  protect 
the  public  from  inadequately  trained  and  uncontrolled 
individuals  endeavoring  to  practice  the  healing  arts 
and  sciences, 

NOW,  THEREEORE,  BE  IT  RESOLVED,  that  the 
Medical  Association  of  Georgia  forthwith  contest  and 
challenge  this  ruling  of  the  State  Attorney  General 
Arthur  K.  Bolton  regarding  Podiatry  with  every  legal 
means  in  its  power. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
this  Resolution  when  the  resolved  portion  is  re-written 
as  follows: 
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H.  E.  Godfrey,  M.D.,  from  Manchester,  England,  speaking 
on  “Government  Controlled  Medical  Care.” 


“NOW  THEREFORE  BE  IT  RESOLVED,  that 
the  Medical  Association  of  Georgia  forthwith  contest 
and  challenge  the  ruling  of  the  State  Attorney  Gener- 
al Arthur  K.  Bolton  which  states  that  Podiatrists  are 
‘licensed  Doctors  of  Medicine’  or  ‘doctors  of  medicine 
licensed  to  practice  medicine  in  this  state’.”  The  ref- 
erence committee  felt  that  a general  re-writing  of  the 
resolved  portion  was  needed  in  the  interest  of  clarity. 

HOUSE  OF  DELEGATES  ACTION— Adopted  Res- 
olution 72-5  as  re-written  by  the  reference  committee. 

Resolution  72-6 

Free  Choice  of  Billing  Under  Medicaid 
C.  J.  Roper,  M.D. 

WHEREAS,  the  practice  of  medicine  is  subject  to 
increasing  controls  by  the  Federal  Government,  and 

WHEREAS,  this  is  in  evidence  particularly  under 
the  Medicaid  Law  wherein  physicians  are  not  allowed 
to  exercise  free  choice  of  billing,  and 

WHEREAS,  the  foregoing  is  contrary  to  the  free 
enterprise  concept,  and 

WHEREAS,  we  are  all  in  favor  of  the  free  enterprise 
practice  of  medicine, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
Medical  Association  of  Georgia  go  on  record  in  op- 
position to  the  system  that  prohibits  free  choice  of  bill- 
ing and  that  the  MAG  express  its  strong  objection  to 
all  of  our  Congressmen  and  Senators  on  this  matter, 

REFERENCE  COMMITTEE  RECOMMENDATION 
— In  considering  this  resolution  your  reference  com- 
mittee took  cognizance  of  the  many  inequities  in  the 
Medicare,  Medicaid  and  welfare  systems.  However, 
it  feels  that  adoption  of  Resolution  72-6  would  offer 
no  constructive  improvements  in  the  situation,  while 
at  the  same  time  it  may  provide  a further  deteriora- 
tion of  the  physician’s  image.  Accordingly,  your  ref- 
erence committee  recommends  disapproval. 

HOUSE  OF  DELEGATES  ACTION— Delegate 
F.  William  Dowda  moved  that  Resolution  72-6  be  re- 


ferred to  the  MAG  Council  for  disposition.  This  mo- 
tion was  adopted  by  the  House. 

Resolution  72-7 

Recovery  of  Costs  Incurred  in  Fee  Collections 

Charles  E.  Todd,  M.D. 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
Medical  Association  of  Georgia  investigate  insurance 
policies  which  provide  for  payment  of  legal  expenses, 
court  costs,  and  penalties  for  policyholders  in  cases 
where  physicians  seek  to  recover  legitimate  fees  from 
delinquent  patients. 

REFERENCE  C03IMITTEE  RECOMMENDATION 
— Your  reference  committee  was  presented  with  a 
printed  item  taken  from  the  April  24,  1972,  issue  of 
Medical  Economics  (page  40)  as  follows: 

TALK  ABOUT  THIRD-PARTY 
INTERFERENCE! 

“Aetna  Life  & Casualty  is  telling  patients  that  if  a 
doctor  sues  them  for  the  difference  between  his  full 
charge  and  what  Aetna  allows  for  a procedure,  the 
firm  will  back  up  the  patient  in  court.  Aetna  says 
it  will  pay  a patient’s  legal  expenses,  plus  court  costs 
and  penalties,  if  the  court  rules  for  the  doctor.” 

The  reference  committee  felt  that  no  third  partA' 
should  attempt  to  set  doctor’s  fees  and  accordingly 
recommends  approval  of  Resolution  72-7  with  the  in- 
clusion of  an  additional  “resolve”  so  that  the  Resolu- 
tion would  then  read: 

“NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
Medical  Association  of  Georgia  investigate  insurance 
companies  which  provide  policies  under  which  pay- 
ment of  legal  expenses,  court  costs,  and  penalties  in 
behalf  of  poUcyholders  in  cases  where  physicians  seek 
to  recover  legitimate  fees  from  delinquent  patients, 
and 

“BE  IT  FURTHER  RESOLVED,  that  Council  take 
appropriate  action  on  the  State  level  and  refer  the 
matter  to  the  AMA  for  appropriate  action  on  the 
national  level.” 

HOUSE  OF  DELEGATES  ACTION— Adopted  Res- 
olution 72-7  as  amended  by  the  Reference  Commit- 
tee. 

Resolution  72-9 

Legislative  Intloctrination  Sessions 

James  A.  Kaufmann.  M.D. 

RESOLVED,  that  the  Medical  Association  of 
Georgia  have  a legislative  indoctrination  session  or 
meeting  for  all  members  in  November  or  December  of 
each  year, 

AND  BE  IT  FURTHER  RESOLVED,  that  the 
Medical  Association  of  Georgia  encourage  and  make 
appropriate  arrangements  for  each  member  to  spend 
one  day  per  annum  at  the  Georgia  General  Assembly. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
Resolution  72-9  when  re-written  as  follows: 

“RESOLVED,  that  the  Medical  Association  of 
Georgia  consider  having  a legislative  indoctrination 
session  or  meeting  in  November  or  December  each 
year. 
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“AND  BE  IT  FURTHER  RESOLVED,  that  the 
Medical  Association  of  Georgia  encourage  and  make 
appropriate  arrangements  for  each  member  to  spend 
time  at  the  Georgia  General  Assembly.” 

In  addition  your  committee  recommends  that  in- 
formation pertaining  to  medically  related  legislation 
be  forwarded  to  all  County  Medical  Societies  for  dis- 
tribution to  their  membership. 

HOUSE  OF  DELEGATES  ACTION— Adopted  Res- 
olution 72-9  as  re-written  by  the  Reference  Commit- 
tee. 

Chairman  Turk  expressed  his  appreciation  to  the 
members  of  Reference  Committee  B for  their  time 
and  efforts  and  moved  that  the  report  of  Reference 
Committee  B as  a whole  as  amended  be  adopted. 
This  motion  was  duly  seconded  and  approved. 

Report  of  Reference  Committee  C 
C.  W.  Whitworth,  M.D.,  Chairman 

Chairman  Whitworth  reported  to  the  House  that 
all  reports  and  resolutions  referred  to  Reference 
Committee  C had  been  considered  by  the  Commit- 
tee which  met  at  9:00  a.m.,  in  the  Cherokee  Room, 
Macon  Hilton  Hotel,  Macon,  Georgia,  on  May  13, 
1972.  Members  of  the  Committee  present  included: 
C.  W.  Whitworth,  M.D.,  Gainesville,  Chairman; 
Robert  W.  Oliver,  Jr.,  M.D.,  Dublin,  Vice  Chair- 
man; F.  M.  Johnston,  M.D.,  Savannah;  B.  Robin- 
son Maughon,  M.D.,  Columbus,  Mikell  B.  Karsten, 
M.D.,  Tifton  and  Robert  E.  Wells,  M.D.,  Atlanta. 

Education  Committee 

J.  Rhodes  Haverty,  M.D.,  Chairman 

This  report  represents  the  first  report  of  this  new 
“umbrella”  committee  to  this  House  of  Delegates. 
Since  this  House  met  last,  the  Committee  on  Educa- 
tion was  formed  by  the  Executive  Committee  with  con- 
currence of  Council.  The  Committee  consists  of  three 
major  subcommittees:  the  Subcommittee  on  Education, 
chaired  by  Dr.  Luther  Fortson  of  Marietta;  the  Sub- 
committee on  Nursing,  chaired  by  Dr.  John  Page  Wil- 
son of  Atlanta;  the  Subcommittee  on  the  Allied  Health 
Professions,  chaired  by  Dr.  John  Godwin  of  Atlanta. 
Each  of  these  subcommittees  is  further  divided  into 
task  forces,  representing  areas  of  emphasis  appropriate 
to  that  particular  subcommittee. 

It  was  felt  that  the  area  of  education  of  the  health 
professions  involved  so  many  overlapping  interests  that 
a combined,  overall  committee  could  best  serve  the 
purposes  of  the  Medical  Association  of  Georgia.  I 
agree  with  this  philosophy,  and  feel  that  the  committee 
has  made  real  progress  in  addressing  itself  to  the  prob- 
lems related  to  the  production  of  health  professionals 
at  the  basic  level,  and  to  the  continuing  education  of 
these  workers,  including  physicians,  once  they  begin 
the  provision  of  health  services  to  our  patients. 

I would  like  to  make  a few  brief  remarks  as  chair- 
man of  the  overall  committee,  and  then  allow  the  sub- 
committee chairmen  to  speak  for  themselves  by  their 
own  reports  to  this  House. 


The  Physicians  and  the  population  of  Georgia  as  a 
whole  can  look  with  pride  at  our  two  medical  schools, 
the  Medical  College  of  Georgia  and  the  Emory  Univer- 
sity School  of  Medicine,  as  they  strive  to  increase 
medical  school  enrollment,  and  thereby  increase  the 
production  of  practicing  physicians  in  our  state. 

The  biennial  Conference  on  Medical  Education 
again  will  be  scheduled  for  the  winter  of  1973,  in 
February  or  March.  This  has  been  a most  successful 
and  enthusiastically  accepted  MAG-sponsored  confer- 
ence, and  is  always  looked  forward  to  and  participat- 
ed in  by  practicing  physicians  and  medical  school  fac- 
ulty of  our  state. 

The  members  of  the  Committee  on  Education,  par- 
ticularly the  subcommittee  chairmen,  have  attended 
national  and  state  conferences  in  their  respective  areas, 
and  these  meetings  have  been  beneficial  to  the  state 
by  introducing  new  ideas  for  discussion  and  possible 
implementation.  Not  the  least  advantage  of  these  con- 
ferences and  our  attendance,  however,  has  been  to 
show  the  nation  the  leadership  that  Georgia  takes  in 
the  field  of  medical  education,  nursing  education,  and 
the  education  of  allied  health  professions. 

Partly  as  a result  of  my  recommendation  as  Chair- 
man of  the  Medical  Education  Committee  in  1970,  a 
new  addition  to  the  Headquarters  Office  stalf  of  the 
Medical  Association  occurred  in  the  person  of  Mr. 
Adam  Jablonowski.  Among  his  many  other  duties,  Mr. 
Jablonowski  has  staffed  the  Committee  on  Education 
and  its  subcommittees  and  their  task  forces.  He  has 
served  ably  in  this  capacity  as  well  as  in  his  other 
duties  as  a member  of  our  central  headquarters  office 
staff,  and  in  my  opinion  has  fulfilled  the  fondest  hopes 
of  those  of  us  who  were  responsible  for  urging  the 
employment  of  such  a person,  and  in  choosing  him  to 
fill  this  position. 

The  following  represent  the  subcommittees’  reports 
by  their  respective  chairman.  The  first  is  that  of  Dr. 
John  T.  Godwin,  Chairman  of  the  Subcommittee  on 
Allied  Health  Professions: 

“A  formal  meeting  of  the  Subcommittee  has  not 
been  held  although  informal  discussions  have  been 
carried  on  with  various  representatives  and  organiza- 
tions in  attempting  to  keep  abreast  of  various  pro- 
grams and  projects  within  the  state  and  nationally. 

“It  is  expected  that  the  chairman  will  work  closely 
with  the  new  careers  representative  of  the  Medical  As- 
sociation of  Georgia  in  continuing  recruitment  efforts.” 

“The  Subcommittee  on  Nursing  Education  has  had 
two  meetings  for  the  purpose  of  delineating  the  areas 
of  activity.  The  two  principal  problems  in  Nursing 
Education  which  seem  to  he  most  appropriate  for  eval- 
uation are:  first,  the  continuing  Education  Program  in 
individual  hospitals,  and,  second,  the  curricula  of  nurs- 
ing schools.  The  related  problems  were  probed  at  some 
depth  and  with  the  following  basic  conclusions,  that 
some  general  concept  of  the  role  of  the  nurse  in  the 
overall  delivery  of  health  care  must  be  defined  in  order 
to  determine  the  appropriateness  of  the  educational 
system,  both  in  terms  of  nursing  education  and  con- 
tinuing on-going  education  of  the  nurses.  It  is  anticipat- 
ed that  two  task  forces,  directed  toward  these  two  ba- 
sic needs,  will  be  developed. 

“The  Chairman  of  the  Committee  has  attended  the 
Annual  Meeting  of  the  Georgia  State  Nurses  Associa- 
tion and  considerable  rapport  was  established  with  this 
group  in  developing  a conjoint  study  group.  The  needs 
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of  the  nurses,  which  were  expressed  at  this  time,  were; 
(1)  the  evaluation  of  the  utilization  of  nurses,  (2)  ad- 
ditional support  financially,  with  the  encouragement 
of  physicians  to  support  the  current  bills  for  financial 
underwriting  of  Nursing  Education  that  are  in  Con- 
gress, and  (3)  to  strengthen  the  Georgia  State  Nurses 
Association. 

“The  planned  meeting  of  the  Georgia  Education 
Improvement  Council,  of  which  the  Chairman  of  the 
Committee  is  a member,  was  scheduled  to  meet  in  De- 
cember, but  the  meeting  has  been  postponed.  The  re- 
sult of  this  meeting  will  have  a considerable  influence 
on  the  direction  of  the  Nurses  Educational  Commit- 
tee. 

“Dr.  Neil  Perkinson,  a member  of  the  Committee, 
attended  the  recent  meeting  concerning  nurse  practi- 
tioners with  some  very  pertinent  observations  about 
the  development  of  this  program. 

“It  is  felt  by  the  Committee  that  we  have  established 
an  excellent  liaison  with  the  nursing  organizations  and 
are  in  a position,  with  the  support  of  the  Association, 
to  make  some  real  accomplishments  in  the  area  of 
nursing  education. 

“Two  task  forces,  composed  of  physicians  and 
nurses,  have  been  established  for  Continuing  Nursing 
Education  and  Nursing  Education  and  Nursing  School 
Curricula.  It  is  expected  that  as  these  groups  meet  more 
joint  positions  will  be  developed  for  the  MAG  and  the 
GHNA.” 

One  additional  comment  by  me  on  this  issue  con- 
cerns the  establishment  of  a Joint-Practice  Committee 
of  physicians  and  nurses  for  the  State  of  Georgia.  I 
serve  on  a National  Advisory  Committee  of  the  Na- 
tional Commission  for  the  Study  of  Nursing  and  Nurs- 
ing Education,  which  is  pressing  for  the  establishment 
of  state  Joint-Practice  Committees  to  help  solve  some 
of  the  problems  that  have  arisen  between  the  medical 
profession  and  the  nursing  profession,  particularly  as 
they  concern  the  education  and  practice  of  these  in- 
dividual professions  and  how  they  relate  to  each  other, 
and  to  the  patients  whom  they  serve  jointly.  I urge  the 
establishment  of  such  a Joint-Practice  Committee  in 
Georgia  and  the  active  involvement  of  the  Subcom- 
mittee on  Nursing  in  the  establishment  and  function 
of  this  committee  in  our  State. 

The  last  report  is  that  of  the  Subcommittee  on  Med- 
icine, chaired  by  Dr.  Luther  Fortson,  which  follows. 
I would  like  to  comment  particularly  on  the  recom- 
mendations of  this  subcommittee,  found  at  the  end  of 
the  report.  I would  like  to  support  the  first  five  recom- 
mendations, and  give  particular  emphasis  to  Recom- 
mendation # 2 and  # 4. 

As  regards  Recommendation  # 2,  the  Medical  As- 
sociation of  Georgia  already  has  begun  correspondence 
with  the  AMA  toward  the  setting  up  of  an  accreditation 
process,  undertaken  by  the  MAG,  for  postgraduate 
programs  conducted  by  our  two  medical  schools, 
teaching  hospitals,  county  societies,  and  others.  This 
should  be  a statewide  function,  and  I would  urge  ap- 
proval by  this  House  for  this  concept.  It  would  be  the 
intention  of  the  Committee  on  Education  to  provide, 
for  consideration  by  this  House  in  1973,  the  guide- 
lines under  which  such  accreditation  would  be  con- 
ducted. 

Also,  I would  urge  approval  by  this  House  of 
Recommendation  # 4.  Progress  already  is  being  under- 
taken through  our  Committee  on  Professional  Con- 


duct and  Ethics,  under  the  able  leadership  of  Dr. 
Tom  Sappington,  in  conjunction  with  our  State 
Board  of  Medical  Examiners,  with  our  liaison.  Dr. 
Emory  Bohler,  Chairman  of  our  Council,  helping  to 
pave  the  way. 

“The  Subcommittee  on  Medicine  of  the  Medical  As- 
sociation of  Georgia’s  Committee  on  Education  is  sub- 
divided into  task  forces  on  continuing  education,  clin- 
ical facilities,  medical  practice,  and  medical  schools; 
the  task  forces  have  accepted  their  charges,  addressed 
themselves  to  the  issues,  and  identified  certain  prob- 
lems. 

“The  shortage  of  primary  care  physicians  in  our 
state  is  compounded  by  the  problem  of  maldistribution, 
so  that  many  citizens  find  it  most  difficult  to  enter 
the  health  care  system;  and,  unless  some  method  of  in- 
creasing the  accessibility  of  medical  care  is  devised, 
there  will  be  increasing  pressure  by  the  public  upon 
government  to  ‘do  something.’  If  there  be  a revolution 
in  medical  care,  the  impetus  will  probably  come  from 
the  middle  class  and  not  from  the  ghetto. 

“There  has  been  no  mechanism  for  assuring  continu- 
ing competence  of  physicians;  not  from  organized  med- 
icine, not  from  state  licensing  body.  An  unrestricted 
lifetime  state  license  seems  to  be  an  anachronism  in 
our  time. 

“Adequate  peer  review  has  been  much  discussed, 
but  has  not  yet  been  completely  implemented,  though 
effective  Peer  Review  is  a reality  in  many  areas  of 
the  state. 

“Continuing  medical  education  has  been  fragmented 
at  best,  often  neglected,  and  sometimes  virtually  non- 
existent. 

“Medical  schools  have  not  always  been  sensitive  to 
the  needs  of  the  practitioner,  particularly  in  postgradu- 
ate education.  (It  has  been  aptly  stated  that  attempt- 
ing to  teach  medicine  in  a university  hospital  is 
analogous  to  teaching  forestry  in  a lumber  yard.) 

RECOMMENDATIONS 

“Our  subcommittee  submits  the  following  recom- 
mendations for  consideration: 

“(1)  The  development  of  area  ‘facilities  of  excel- 
lence’ throughout  the  state,  with  a two-way  interchange 
of  information  and  talent  between  the  area  facilities 
and  the  medical  schools  is  felt  to  be  the  most  satis- 
factory method  of  providing  continuing  education  for 
physicians,  recruitment  and  training  of  allied  health 
professionals,  and  the  education  of  patients  and  the 
public  in  health  care.  These  area  facilities  may  also 
participate  in  the  education  and  training  of  medical  i 
students  and  House  officers,  and  may  well  stimulate 
more  interest  in  the  practice  of  primary  medicine  as  a i 
career.  I 

“(2)  The  Medical  Association  of  Georgia  should  j 
assume  the  responsibility  for  the  accreditation  of  local  | 
postgraduate  programs  for  continuing  medical  educa-  ■ 
tion  as  recommended  by  the  American  Medical  Asso-  j 
ciation’s  Committee  on  Medical  Education;  and  MAG  | 
should  begin  now  to  establish  a body  of  physicians  j 
whose  function  would  be  to  evaluate  the  quality  of  [ 
postgraduate  medical  education  within  the  state.  This 
body  should  be  composed  of  medical  and  surgical  ' 
practitioners,  directors  of  medical  education  programs.  ; 
medical  school  educators,  and  officers  of  MAG.  | 

“(3)  The  Medical  Association  of  Georgia  should 
endorse  the  concept  of  requiring  minimum  standards 
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of  continuing  education  for  maintaining  membership 
in  society;  such  a standard  might  be  that  each  member 
receive,  or  be  eligible  to  receive,  the  Physicians  Recog- 
nition Award  of  the  AMA,  or  its  equivalent.  It  is  sug- 
gested that  this  begin  on  July  1,  1973. 

“(4)  The  Medical  Association  of  Georgia  should 
urge  the  State  Legislature  to  amend  the  laws  of  Georgia 
concerning  the  State  Board  of  Medical  Examiners, 
giving  that  board  disciplinary  power,  for  protection  of 
the  general  public  and  the  medical  profession  from 
incompetent,  dishonest  and/or  otherwise  unfit  physi- 
cians. Further,  MAG  should  encourage  legislation  that 
will  provide  immunity  from  litigation  to  physicians  who 
serve  on  review  committees,  regarding  information  dis- 
covered in  these  reviews,  and  laws  that  will  prevent 
the  exposure  of  records  of  such  review  committees. 

“(5)  At  present,  the  SAMA  Chapter  at  the  Med- 
ical College  of  Georgia  and  Emory  University  School 
of  Medicine  each  send  one  ex-officio  member  to  the 
Medical  Association  of  Georgia’s  House  of  Delegates. 
To  increase  the  mode  and  depth  of  involvement  of  the 
medical  students  of  our  state  in  MAG,  it  is  recom- 
mended that  these  delegates  be  granted  full  voting 
membership  in  the  House  of  Delegates,  with  the  privi- 
lege of  serving  on  committees,  proposing  resolutions, 
and  in  all  other  rights  and  privileges. 

“Additionally,  the  Task  Force  on  Medical  Schools 
of  the  Subcommittee  on  Medical  Education  proposes 
that  each  of  the  SAMA  Chapters  of  the  Emory  and 
Medical  College  of  Georgia  schools  of  medicine  be 
allowed  to  select  four  delegates  from  their  memberships 
to  send  to  the  MAG  House  of  Delegates  meetings. 
These  eight  delegates  representing  the  two  SAMA 
Chapters  should  be  granted  full  voting  delegate  mem- 
bership, including  the  privileges  of  serving  on  com- 
mittees, voting,  and  all  other  rights  and  privileges  of 
MAG  delegate  members.” 

It  has  been  my  pleasure  to  serve  this  House  as 
Chairman  of  this  important  Committee  of  the  Asso- 
ciation. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  disapproval 
of  recommendation  (1)  contained  in  lines  3 through 
14  and  recommends  instead  the  following:  “The  con- 
cept of  decentralization  of  medical  education,  which 
includes  medical  students,  paramedical  education,  and 
continuing  education  of  physicians  is  to  he  encour- 
aged. The  resources  of  the  medical  schools,  hospitals 
and  other  facilities  of  this  State  must  he  developed  in 
concert  with  the  practicing  physicians  for  these  pur- 
poses. MAG  encourages  county  medical  societies  to 
work  with  these  groups  to  develop  such  ‘satellite  cen- 
ters of  medical  education.’  This  function  should  in- 
clude: (a)  that  there  be  local  option  on  the  part  of  the 
county  medical  society,  both  in  approving  entry  into 
such  an  association  with  the  medical  school  and  in  re- 
questing termination  of  such  an  association;  (b)  that 
the  educational  program  should  be  an  areawide  effort, 
involving  in  some  way  all  of  the  hospitals  in  the  area 
which  agree  to  participate,  and  must  not  be  confined 
to  any  single  institution.” 

HOUSE  OF  DELEGATES  ACTION— Adopted  this 
portion  of  the  report  of  the  Committee  on  Education. 

RECOMMENDATION  2 — Your  reference  commit- 
tee recommends  approval  of  Recommendation  (2)  con- 
tained in  lines  15  through  25  and  additionally  rec- 


ommends that  this  be  referred  to  the  MAG  Commit- 
tee on  Education  for  implementation. 

HOUSE  OF  DELEGATES  ACTION— Delegate 
Menard  Ihnen  of  Augusta  moved  that  recommenda- 
tion 2 of  the  report  of  the  Committee  on  Education 
be  amended  on  line  19  with  the  inclusion  after  the 
word  “education”  of  a parenthetical  phrase  “which 
do  not  include  programs  of  medical  schools.”  The 
House  adopted  this  portion  of  the  reference  commit- 
tee report  as  amended. 

RECOMMENDATION  3 — Your  reference  com- 
mittee recommends  disapproval  of  Recommendation 
(3)  contained  in  lines  26  through  32. 

HOUSE  OF  DELEGATES  ACTION— Adopted  this 
portion  of  the  report  of  the  reference  committee. 

RECOMMENDATION  4 — Your  reference  commit- 
tee recommends  approval  of  Recommendation  (4)  with 
these  changes.  In  lines  35  and  36  delete  the  words 
“concerning  the  State  Board  of  Medical  Examiners, 
giving  that  board  disciplinary  power,”  and  insert  in 
line  35  after  “Georgia”  and  before  the  “for”  in  line 
36  the  words  “in  order  to  provide  adequate  and  ef- 
fective self  disciplinary  procedures”  and  in  line  38  the 
deletion  of  the  word  “physicians”  and  insertion  of 
the  word  “practitioners”  so  that  the  recommenda- 
tion would  read  “the  Medical  Association  of  Georgia 
should  urge  the  State  Legislature  to  amend  the  laws 
of  Georgia  in  order  to  provide  adequate  and  effec- 
tive self-disciplinary  procedures  for  the  protection 
of  the  general  public  and  the  medical  profession 
from  incompetent,  dishonest  and/or  otherwise  un- 
fit practitioners.  Further,  MAG  should  encourage 
legislation  that  will  provide  immunity  from  litiga- 
tion to  physicans  who  serve  on  review  committees 
regarding  information  discovered  in  these  reviews 
and  laws  that  will  prevent  the  exposure  of  records 
of  such  review  committees.” 

HOUSE  OF  DELEGATES  ACTION— Adopted  this 
portion  of  the  Reference  Committee  report. 

RECOMMENDATION  5 — Your  reference  commit- 
tee recommends  the  approval  of  Recommendation 
(5)  with  the  amendment  that  lines  16  through  26  be 
deleted. 

HOUSE  OF  DELEGATES  ACTION— Delegate 
F.  William  Dowda  moved  to  refer  Recommendation  5 
to  the  Committee  on  Long  Range  Planning.  This  mo- 
tion was  adopted  by  the  House.  Chairman  Whitworth 
then  recommended  that  the  members  of  the  Commit- 
tee on  Education  be  commended  for  their  diligent 
work  and  the  obvious  efforts  that  were  made  by  them 
during  the  year,  as  reflected  in  their  report. 

Councilors  of  Medical  Association  of  Atlanta 

Fleming  L.  Jolley,  M.D., 

J.  Harold  Harrison,  M.D.,  and 
John  T.  Godwin,  M.D. 

During  the  past  year  the  Fulton  County  Medical  So- 
ciety became  the  Medical  Association  of  Atlanta. 
The  Society  altered  its  governing  representation  into 
districts  providing  representative  members  to  the 
Board  of  Directors. 

Council  meetings  have  been  attended  and  repre- 
sented by  its  Councilors  and  Vice-Councilors. 

Over  the  past  several  years  interest  in  continuing 
education  for  the  practicing  physician  and  the  need 
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for  such  has  been  alluded  to  in  many  areas  of  orga- 
nized medicine. 

Various  self-examination  procedures  have  been  de- 
veloped in  the  framework  of  medical  and  surgical  so- 
cieties. State  medical  organizations  are  accepting  con- 
tinuing education  programs  as  requirements  for  mem- 
bership. Improvement  in  total  delivery  of  health  care 
is  the  benefit  of  such  a program. 

With  the  increased  movement  of  patients  a distinct 
problem  occurs  relative  to  the  prescription  of  medica- 
tions. Too  often  lack  of  identification  of  the  medicine 
on  the  bottle  is  a problem. 

The  need  for  proper  labeling  of  each  prescribed 
medication  is  evident. 

RECOMMENDATIONS 

( 1 ) Previous  deliberations  by  the  House  of  Dele- 
gates on  continuing  education  should  be  reviewed.  It 
is  recommended  that  the  House  of  Delegates  by  neces- 
sary action  required,  provide  that  membership  in  the 
organization  require  an  acceptable  continuing  educa- 
tion program. 

(2)  That  the  House  of  Delegates  approve  and  in- 
struct the  Legislative  Committee  to  seek  introduction 
and  active  support  of  necessary  legislation  in  the  Gen- 
eral Assembly  for  labeling  (identification)  of  all  med- 
icines rendered  to  patients. 

FIFTH  DISTRICT  MEMBERSHIP 


Members  Members 

December  31,  1970  December  31,  1971 


AMA 

AMA 

Dues 

Dues 

Paying' 

Paying 

Counties  and  Secretaries  MAG 

Fulton 

Only 

MAG 

Only 

William  F.  McDougall 
Atlanta 1,175 

960 

1,209 

959 

REFERENCE  COMMITTEE  RECOMMENDATION 
— The  reference  committee  recommends  disapproval 
of  Recommendation  (1)  and  Recommendation  (2)  with 
the  following  substitution  for  Recommendation  (2). 
“The  House  of  Delegates  recognizes  that  in  our  cur- 
rently mobile  society  there  exists  a need  for  medica- 
tion labeling.  We  feel  that  this  can  better  be  accom- 
plished through  education  rather  than  through  legis- 
lation; therefore,  we  direct  Council  to  establish  a pro- 
gram of  information  directed  to  all  physicians  and 
pharmacists  concerning  this  need  for  the  labeling  of 
medications.” 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  reference  committee. 

Georgia  Medical  Care  Foundation 
F.  W.  Dowda,  M.D. 

In  my  President-Elect’s  message  at  the  time  of  the 
Annual  Session,  I will  outline  the  Foundation's  ac- 
tivities more  in  full  and  this  will  be  distributed  to  you. 
I would,  however,  say  that  the  Foundation  in  essence 
is  the  health  care  delivery  arm  of  the  physicians  of 
organized  medicine  in  the  State  of  Georgia  and  that  its 
primary  thrust  is  to  assure  medical  care  with  accepta- 
ble accessibility  and  acceptable  quality,  and  that  this 
medical  care  should  be  delivered  at  a reasonable  cost. 

It  is  the  latter  upon  which  I would  like  to  dwell 
for  a moment  with  you,  in  that  ordinarily  when  we 
think  of  reasonable  costs  we  think  of  reducing  physi- 
cian and  hospital  charges.  It  has  become  apparent  to 


me,  however,  that  the  physicians  of  my  State  indeed 
are  underpaid  for  the  services  which  they  render,  that 
they  often  charge  too  little  for  office  visits,  too  little 
for  examinations,  too  little  for  hospital  care  and  that  in 
order  to  make  an  adequate  income,  which  most  of 
them  do,  they  must  work  long  and  arduous  hours  far 
and  above  greater  than  that  expected  by  any  other 
profession.  One  of  the  aims  of  the  Foundation  this 
year  is  to  reduce  some  of  these  inequities  and  we  will 
continue  to  fight  for  you  in  this  direction  as  long  as  I 
am  associated  with  and  have  anything  to  do  with  the 
Foundation. 

I feel  very  strongly  about  two  points,  however.  If 
doctors  are  going  to  remain  free,  they  must  learn  to 
stand  strong  and  stand  firm  and  stand  together  or  I 
will  guarantee  you  that  you  will  end  up  being  a sal- 
aried servant  of  the  Government.  While  standing  strong 
and  standing  firm  we  must,  as  doctors,  continue  to 
provide  what  we  have  done  since  the  turn  of  the  cen- 
tury and  that  is  the  best  care  to  our  patients  that  is 
obtainable  anywhere  in  the  world. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
this  report  with  the  addition  of  the  following  recom- 
mendations: (1)  That  the  Foundation  should  be  com- 
mended for  its  accomplishments  during  its  youth  and 
should  be  urged  to  improve  its  operations  and  pro- 
cedures as  quickly  as  possible.  (2)  Notification  of 
and  invitation  to  Foundation  Board  meetings  should 
be  sent  at  least  10  days  prior  to  Board  meetings  to 
local  medical  society  leaders  and  medical  society  ex- 
ecutives. (3)  The  appeals  procedure  should  be  ex- 
plained in  each  instance  when  a proGder’s  claim  is  re- 
duced or  denied. 

While  we  wish  to  commend  the  Foundation  on  its 
communication  efforts  to  date,  we  would  recommend 
the  following: 

(4)  (a)  That  the  Foundation  information  in  the 
Journal  of  the  Medical  Association  of  Georgia  always 
be  prominently  identified  by  a notation  on  the  cover 
of  the  MAG  Journal,  (b)  That  the  county  medical  so- 
cieties be  encouraged  to  invite  Foundation  Board  mem- 
bers to  attend  and  explain  the  Foundation  activities 
at  their  meetings. 

(5)  A detailed  activities  report  should  be  submitted 
by  the  Foundation  Board  of  Directors  to  the  Annual 
Session  of  the  MAG  House  of  Delegates. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Georgia  Medical  Care  Foundation,  Inc. 
with  the  additional  recommendations  made  by  the 
Reference  Committee. 

Resolution  72-3 

Dissassoeiation  of  Medical  Association  of 
Georgia  from  Georgia  Medical  Care 
Foundation,  Inc. 

M.  A.  Glucksman,  M.D. 

WHEREAS,  the  Medical  Association  of  Georgia  did. 
by  action  of  its  Council,  on  September  19.  1970.  ap- 
prove the  formation  of  the  Georgia  Medical  Care 
Foundation,  Inc.,  for.  among  other  purposes,  the  ob- 
jective of  maintaining  “local  control  of  utilization 
through  peer  review";  and 
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WHEREAS,  the  said  Council  did,  on  October  11, 
1970  approve  the  Articles  of  Incorporation  of  said 
Foundation;  and 

WHEREAS,  the  said  Council  did,  on  December  12, 
1970  approve  the  Bylaws  of  said  Foundation;  and 

WHEREAS,  neither  the  said  Articles  of  Incorpora- 
tion nor  the  said  Bylaws  provide  for  the  Foundation’s 
acting  as  the  agent  of  any  third  party,  governmental  or 
otherwise;  and 

WHEREAS,  in  its  actual  function  said  Foundation 
has  acted  primarily  as  the  agent  of  such  third  parties 
to  the  great  detriment  of  the  members  of  this  Asso- 
ciation and  of  the  hospitals  in  which  they  practice; 
NOW,  THEREFORE,  BE  IT 

RESOLVED,  that  the  Medical  Association  of 
Georgia  disassociate  itself  as  promptly  and  complete- 
ly as  possible  from  any  and  all  connection  with  the 
said  Georgia  Medical  Care  Foundation,  Inc.;  AND  BE 
IT  FURTHER 

RESOLVED,  that  if  there  exist  contractual  rela- 
tionships of  fixed  term  between  said  Association  and 
said  Foundation,  such  contracts  shall  not,  upon  ex- 
piration of  their  present  term,  be  renewed;  AND  BE 
IT  FURTHER 

RESOLVED,  that  the  Association  take  such  ac- 
tion as  may  be  necessary  promptly  to  collect  from 
said  Foundation  all  monies  owing  it;  AND  BE  IT 
FURTHER 

RESOLVED,  that  no  employee  of  the  said  Asso- 
ciation shall  perform  any  function  whatever  for  the 
said  Foundation  during  any  period  in  which  said  em- 
ployee’s salary  or  wage  is  being  paid  by  the  Associa- 
tion; AND  BE  IT  FURTHER 

RESOLVED,  that  the  Officers  of  the  Medical  Asso- 
ciation of  Georgia  be,  and  are  hereby,  directed  to  ex- 
ecute the  above  resolutions  forthwith. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  disapproval 
of  this  resolution  since  it  feels  that  if  the  recommenda- 
tions in  the  foregoing  Georgia  Medical  Care  Founda- 
tion Report  are  implemented  then  they  will  serve  to 
improve  the  relations  between  the  Foundation  and  the 
county  medical  societies. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Reference  Committee. 

Speaker  of  the  House  of  Delegates 
Harrison  L.  Rogers,  M.D. 

I am  pleased  to  report  that  our  House  of  Delegates 
is  in  a position  to  operate  very  efficiently  this  year. 
With  approval  of  the  House,  again  this  year  those  re- 
ports not  containing  recommendations  will  be  present- 
ed to  the  Delegates  at  the  first  session  of  the  House 
for  their  acceptance.  As  directed,  if  referral  is  de- 
sired by  any  Delegate,  particular  reports  will  be  re- 
ferred to  reference  committees  for  evaluation. 

As  directed  by  the  Delegates  in  1971,  a committee 
was  appointed  to  consider  the  MAG  budget  and  meth- 
ods of  financing  it.  This  committee  has  been  named 
“Reference  Committee  F”  and  has  met  prior  to  the 
Annual  Session  for  consideration  of  the  budget.  It  is 
hoped  that  this  group  will  be  able  to  make  recom- 
mendations which  the  House  will  find  acceptable. 

Once  again  your  present  and  past  Speakers  attend- 
ed in  your  behalf  the  Southeastern  Speakers  Confer- 
ence in  New  Orleans.  The  efforts  of  our  neighboring 


states  in  many  areas  were  reviewed,  especially  in  the 
fields  of  county,  state  and  national  Medical  Associa- 
tion membership  and  recommendations  will  be  pre- 
sented. 

This  year  for  the  first  time  a Delegates’  Informa- 
tional Handbook  has  been  provided  each  of  you.  This 
Handbook  contains  the  pertinent  parts  of  our  Consti- 
tution and  Bylaws  as  they  relate  to  the  actions  of 
the  House  of  Delegates.  In  addition,  for  the  benefit  of 
new  Delegates,  a simple  guide  to  parliamentary  pro- 
cedure for  use  in  consideration  of  business  before  the 
House  is  provided. 

RECOMMENDATIONS 

( 1 ) That  the  Reference  Committee  seek  an  evalua- 
tion of  the  new  Handbook  by  the  Delegates  with  their 
suggestions  for  additions  or  deletions. 

(2)  That  MAG  institute  a yearly  day-long  seminar 
on  the  “Socio-Economics’’  of  medical  practice  for  the 
students,  interns,  residents,  and  their  wives  in  Atlanta 
and  Augusta  with  a view  to  bringing  this  group  closer 
to  organized  medicine  as  they  go  out  into  practice. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— The  reference  committee  recommends  approval  with 
commendation  of  this  report.  The  committee  recom- 
mends the  following  substitution  for  Recommendation 
(1):  “That  the  Procedural  Handbook  for  Delegates 
be  made  a permanent  part  of  the  Delegates’  Hand- 
book.” The  reference  committee  recommends  ap- 
proval of  Recommendation  (2)  with  the  insertion  of 
the  words  “in  Atlanta  and  Augusta”  between  the 
words  “institute”  and  “a”  in  line  4,  and  the  addition 
of  the  sentence,  “The  similar  program  of  the  Louisi- 
ana State  Medical  Society  was  noted  and  is  recom- 
mended for  guidance  to  Council,”  in  line  8 after  the 
period. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Speaker  as  amended  by  the  reference 
committee,  and  with  the  additional  recommendations 
made  by  the  reference  committee. 

President-Elect 

F.  W.  Dowda,  M.D. 

At  the  time  of  the  Session  of  the  House  of  Delegates 
I shall  try  to  present  to  you  my  full  program  as  Presi- 
dent for  the  year.  I have,  as  President-Elect,  attended 
all  of  the  Council  and  Executive  Committee  meetings 
and  all  of  the  AMA  meetings  that  have  occurred  dur- 
ing the  year  as  well  as  innumerable  other  places  where 
I have  gone  to  talk  and  explain  our  Asosciation  and 
its  many  operating  functions.  The  Medical  Associa- 
tion of  Georgia  is  growing  by  leaps  and  bounds. 

RECOMMENDATION 

It  is  my  firm  opinion  that  all  of  the  activities  of  the 
Medical  Association,  the  activities  of  CHAMPUS, 
the  activities  of  the  Foundation,  the  routine  activities 
of  the  Association,  the  Regional  Medical  Program,  and 
EMCRO  require  and  demand  that  indeed  we  obtain 
a medical  director,  that  is,  a director  who  is  a phy- 
sician himself — to  coordinate  all  of  these  activities. 
We  now  have  a coordinator  for  the  Regional  Medical 
Program  and  my  thought  would  be  to  expand  this 
man’s  function  into  a full-time  job  in  order  that  we 
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may  have  the  necessary  physician  input  at  the  top  of 
the  Association,  where  it  should  be. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  disapproval 
of  the  President-Elect’s  recommendation  in  its  en- 
tirety by  deletion  of  lines  9 through  20. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  President-Elect  with  the  deletions  recom- 
mended by  the  reference  committee. 

Supplemental  Report  72-2 
Allied  Health  Subcommittee 

John  T.  Godwin,  M.D.,  Chairman 

The  Health  Careers  Council  (HCC)  of  Georgia  has 
been  functioning  for  tbe  past  several  years  in  the  area 
of  allied  health  careers  recruitment  and  has  been  re- 
sponsible for  the  Allied  Health  Careers  Clubs  of 
Georgia.  At  present  the  Health  Careers  Council  is 
without  financial  support  and  with  no  expectation  of 
receiving  any  in  the  foreseeable  future.  These  two  activ- 
ities of  the  HCC  are  most  important  to  our  profession 
and  to  those  interested  in  health  careers.  I believe  that 
every  effort  should  be  made  to  continue  these  activ- 
ities and  that  it  would  be  most  appropriate  for  tbe 
Medical  Association  of  Georgia  through  its  Allied 
Health  Subcommittee  to  undertake  tbe  support  of  the 
AMCC  and  expand  its  involvement  in  health  careers 
recruitment  by  coordinating  its  activities  with  those  of 
other  interested  agencies — State  Department  of  Educa- 
tion, local  school  authorities,  State  Scholarship  Com- 
mission, State  Nurses  Association,  Georgia  Hospital 
Association  and  others.  This  would  allow  for  coop- 
eration in  the  development  of  health  careers  day  pro- 
grams for  schools  in  assisting  school  counsellors  in 
counselling  students  interested  in  health  careers  and 
in  preparing  audio-visual  materials  on  health  careers. 

RECOMMENDATIONS 

( 1 ) MAG  take  responsibility  for  the  Health  Careers 
Council  with  the  concurrence  of  its  membership,  and 
provide  space  in  the  MAG  Headquarters  Building  for 
records,  provide  telephone  service  and  on-going  con- 
tinuity for  the  organization. 

(2)  In  addition,  one  of  the  MAG  Field  Representa- 
tives be  designated  as  Secretary  of  the  Health  Careers 
Council. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
this  report  and  its  recommendations  with  the  follow- 
ing amendment,  inserting  the  words  “Auxiliary  to  be 
asked  to”  between  “MAG”  and  “take”  in  line  22  and 
the  insertion  of  a period  after  the  word  “membership” 
in  line  23  and  the  deletion  of  the  word  “and”  in  line 
23  and  the  deletion  of  all  the  words  in  lines  24 
through  28,  so  that  the  recommendation  would  read, 
“MAG  Auxiliary  be  asked  to  take  the  responsibility 
for  the  Health  Careers  Council  with  the  concurrence 
of  its  membership.” 

HOUSE  OF  DELEGATES  ACTION— Adopted 
Supplemental  Report  72-2  as  amended  by  the  reference 
committee. 


Supplemental  Report  72-4 

Experimental  Medical  Care  Review 
Organization  (EMCRO) 

Georgia  Medical  Care  Foundation 

Beginning  in  1956  with  the  opportunity  for  MAG 
to  express  its  desire  openly  to  be  a part  of  the  Third 
Party  operation  in  its  state,  MAG  applied  for  and  re- 
ceived the  assignment  as  carrier  for  Military  Medi- 
care. In  the  course  of  that  effort  it  was  necessary  for 
MAG  to  appoint  a Fee  Negotiating  Committee  whose 
responsibility  it  was  to  go  to  Washington,  D.  C.,  and 
negotiate  with  the  Department  of  Defense  on  a maxi- 
mum schedule  of  allowances  which  would  apply  to  the 
CHAMPUS  Program  in  our  state. 

In  later  years,  approximately  1970,  the  private  health 
insurance  industry  came  to  MAG  at  that  time  when 
they  were  beginning  to  market  Major  Medical  coverage, 
and  asked  for  help  in  determining  the  appropriate  ac- 
tion on  statements  received  from  physicians  which, 
under  the  Major  Medical  coverage  concept,  exceeded 
the  schedules  of  allowances  used  historically  in  the  in- 
dustry. MAG  accepted  that  challenge  and  requested 
the  Fulton  County  Medical  Society  to  serve  as  a pilot 
study  for  the  review  of  claims  submitted  by  those 
carriers.  The  success  of  that  effort  led  to  the  ap- 
pointment of  14  District  and  Local  Committees  under 
the  Committee  on  Insurance  Review. 

About  1962  the  Committee  on  Fee  Negotiation  and 
the  Committee  on  Insurance  Review  were  combined 
to  form  for  many  years  what  was  known  as  the  Com- 
mittee on  Review  and  Negotiating  which  handled  all 
problem  claims  submitted  by  any  Third  Party  car- 
rier, any  physician  provider,  or  even  a patient  bene- 
ficiary. 

In  1970  it  was  a matter  to  change  the  name  of  the 
Committee  on  Review  and  Negotiating  to  the  Commit- 
tee on  Peer  Review  to  provide  that  function  for  all 
Third  Parties  and  others. 

In  1971  Senator  Bennett  of  Utah  introduced  in 
Congress  the  Bennett  Amendment  to  HR-1,  the  So- 
cial Security  Amendments  Acts  of  1971,  which  would 
provide  for  professional  standards  review  organiza- 
tions (PSRO)  for  the  purpose  of  reviewing  Third 
Party  claims.  Contact  was  made  with  Senator  Herman 
Talmadge  of  Georgia,  a member  of  the  Senate  Fi- 
nance Committee  which  has  jurisdiction  over  HR-1 
and  the  Bennett  Amendment  to  express  our  approval 
of  the  concept  incorporated  in  the  Bennett  Amend- 
ment and  assure  Senator  Talmadge  that  MAG  was  ade- 
quately prepared  to  provide  for  the  Peer  function 
through  its  Committee  on  Peer  Review.  Senator  Tal- 
madge advised  MAG  that  it  was  the  feeling  of  the 
Senate  Finance  Committee  that  a medical  association 
would  not  be  in  a position  to  serve  as  a PSRO  since 
it  did  not  represent  all  physicians. 

It  was  at  this  point  when  MAG  organized  and  in- 
corporated the  Georgia  Medical  Care  Foundation  to 
provide  for  an  organization  which  represented  all  phy- 
sicians and  presented  no  barriers  to  associations  such 
as  membership  dues,  or  affiliation  with  a local  asso- 
ciation. At  the  same  time  Dr.  Paul  Sanazaro's  Na- 
tional Center  for  Health  Services  Research  and  De- 
velopment of  the  Department  of  Health.  Education 
and  Welfare  was  advertising  for  grant  applications 
from  organizations  to  develop  experimental  medical 
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care  review  organizations  (EMCRO)  for  the  purpose 
of  developing  federally  funded  experiments  in  Peer 
Review.  MAG  applied  for  and  received  one  of  the 
four  developmental  grants  for  EMCRO,  thereby  plac- 
ing MAG  in  a position  of  being  prepared  to  provide 
for  Peer  Review  of  physician  generated  claims  by 
either  mechanism  determined  to  be  appropriate  by  the 
Congress:  As  a medical  association  or  as  an  inde- 
pendent foundation.  During  its  eleven  month  develop- 
mental grant,  in  addition  to  preparing  the  operational 
grant  which  is  now  in  Washington,  D.  C.,  under  con- 
sideration, the  EMCRO  has  been  involved  in  the  fol- 
lowing projects: 

(1)  Assisted  in  designing  the  computer  system  to 
be  utilized  by  the  Georgia  Medical  Care  Eoundation 
in  its  review  of  Medicaid  claims.  The  system  will  be 
operational  by  July  1,  1972,  and  will  include  a Bur- 
roughs 2500  computer  with  four  video  display  tubes. 
This  computer  will  draw  claims  data  from  the  Georgia 
Department  of  Health’s  computers  by  telephone  lines. 

(2)  Began  joint  development  with  representatives  of 
the  Georgia  Nursing  Home  Association  of  a system  of 
centralized  utilization  review  for  nursing  homes.  The 
system  would  satisfy  the  requirements  of  the  Medicaid 
program  for  review  of  all  patients  in  skilled  nursing 
homes,  and  would  review  all  other  patients  in  nursing 
homes  as  well.  Review  will  be  conducted  in  order  to 
determine : 1 ) if  the  patient  continues  to  require  the 
level  of  care  provided,  and  2)  if  the  care  and  services 
rendered  by  the  nursing  home  are  appropriate  to  the 
patient’s  needs.  Review  would  be  accomplished  cen- 
trally— at  one  location — utilizing  electronic  data  proc- 
essing techniques  to  the  greatest  extent  possible. 

(3)  Conducted  two  Criteria  Development  Work- 
shops: one  involving  the  MAG  Interspecialty  Council, 
and  one  in  Savannah  involving  a total  of  34  physi- 
cians from  eight  specialty  societies.  These  criteria  are 
intended  for  use  in  the  Emcro’s  Hospital  Discharge 
Abstract  System,  which  would  be  made  available  to 
interested  hospital  medical  staffs.  The  System’s  com- 
puter would  match  the  care  reported  on  the  abstracts 
to  the  criteria  developed  by  the  specialty  societies,  and 
relay  the  results  of  this  matching  to  the  hospital’s  med- 
ical staff. 

(4)  Began  an  evaluation  of  the  problem-orient- 
ed record  as  a means  of  recording  medical  care  pro- 
vided, and  as  a means  of  evaluating  the  quality  of  that 
care.  A study  of  Grady  Hospital’s  use  of  the  problem- 
oriented  record  is  part  of  this  effort. 

RECOMMENDATION 

It  is  recommended  by  the  Board  of  Directors  of 
the  Georgia  Medical  Care  Foundation,  Inc.,  that  MAG’s 
House  of  Delegates  endorse  the  application  for  an 
operation  grant  to  manage  an  Experimental  Medical 
Care  Review  Organization,  and  that  the  appropriate 
reference  committee  of  the  House  of  Delegates  con- 
sider in  as  great  detail  as  necessary  the  operational 
grant  as  presented  by  MAG  Staff  to  assure  the  House 
of  Delegates  of  the  appropriateness  of  this  endorse- 
ment. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
this  report  with  the  following  amendment  and  addi- 
tion to  its  recommendation  by  deletion  of  lines  21 
through  24  and  with  the  addition  of  the  following: 
“and  that  (1)  MAG  obtain  in  writing  from  the  Na- 


tional Center  on  Health  Services  Research  and  De- 
velopment the  agreement  that  if  MAG  decides  that 
this  Experimental  activity  is  not  feasible  then  MAG’s 
procedures  involved  in  and  arriving  at  that  conclusion 
remain  the  exclusive  property  of  MAG,  (2)  before  this 
Experimental  activity  becomes  an  operational  pro- 
gram, the  approval  of  the  MAG  House  of  Delegates 
must  be  obtained,”  so  that  the  recommendation  will 
now  read:  “It  is  recommended  by  the  Board  of  Di- 
rectors of  the  Georgia  Medical  Care  Foundation,  Inc., 
that  MAG’s  House  of  Delegates  endorse  the  appli- 
cation for  an  operational  grant  to  manage  an  Experi- 
mental Medical  Care  Review  Organization,  and  that: 
(1)  MAG  obtain  in  writing  from  the  National  Center 
on  Health  Services  Research  and  Development  the 
agreement  that  if  ?*IAG  decides  that  this  Experimental 
activity  is  not  feasible  then  MAG’s  procedures  in- 
volved in  and  arriving  at  that  conclusion  remain  the 
exclusive  property  of  MAG,  (2)  before  this  Experi- 
mental activity  becomes  an  operational  program,  the 
approval  of  the  MAG  House  of  Delegates  must  be  ob- 
tained.” 

HOUSE  OF  DELEGATES  ACTION— Delegate 
M.  A.  Glucksman,  Brunswick,  moved  that  the  report 
of  the  reference  committee  be  amended  by  deleting 
the  phrase  “Board  of  Directors  of  the  Georgia  Medical 
Care  Foundation,  Inc.”  as  it  appears  on  lines  17  and 

18  of  the  reference  committee  and  insert  in  lieu  there- 
of the  phrase  “Executive  Committee  of  Council.”  This 
motion  was  approved  by  the  House  of  Delegates. 
Delegate  F.  William  Dowda,  Atlanta,  moved  that  the 
report  of  the  reference  committee  be  amended  by 
striking  the  word  “operational”  as  it  appears  on  line 

19  of  the  reference  committee  report  and  substituting 
in  lieu  thereof  the  word  “experimental.”  The  House  of 
Delegates  adopted  this  amendment  to  the  reference 
committee  report.  The  House  then  adopted  the  report 
of  the  Reference  Committee  as  amended. 

Chairman  Whitworth  then  thanked  the  members 
of  his  reference  committee  for  their  time  and  effort 
and  moved  that  the  report  of  Reference  Committee 
C be  adopted  as  amended.  This  motion  was  duly 
seconded  and  approved. 

Delegate  Louis  Felder  was  recognized  for  the  pur- 
pose of  presenting  for  information,  a resolution 
which  he  stated  to  be  of  a far  reaching  nature.  Dr. 
Felder  advised  that  Resolution  72-10  had  been  dis- 
tributed to  the  members  of  the  House  of  Delegates. 
Speaker  Rogers  reminded  Dr.  Felder  that  Resolu- 
tions could  be  placed  before  the  House  on  the  last 
day  of  the  Session  pursuant  to  unanimous  consent 
only.  The  Speaker  then  recognized  Delegate  F.  Wil- 
liam Dowda  who  requested  that  the  matter  of  Dr. 
Felder’s  resolution  be  temporarily  put  aside  and 
that  unanimous  consent  could  be  requested  follow- 
ing presentation  of  the  final  Reference  Committee 
report.  This  was  agreeable  to  Dr.  Felder  and  the 
Chair. 

Report  of  Reference  Committee  D 
W.  E.  Barron,  M.D.,  Chairman 

Chairman  Barron  reported  to  the  House  that  the 
reports  and  resolutions  referred  to  Reference  Com- 
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mittee  D had  been  considered  by  the  Committee 
which  met  at  9:00  a.m.,  in  the  Magnolia  Room,  Ma- 
con Hilton  Hotel,  Macon,  Georgia,  on  May  13,  1972. 
Members  of  the  Committee  present  included:  W.  E. 
Barron,  M.D.,  Newnan,  Chairman;  Samuel  M. 
Goodrich,  M.D.,  Milledgeville,  Vice  Chairman;  Pe- 
ter Lampros,  M.D.,  Toccoa;  C.  D.  Hollis,  Jr.,  M.D., 
Albany;  Armand  M.  Hendee,  M.D.,  Atlanta  and 
Jack  Lawler,  M.D.,  Columbus. 

President 

W.  C.  Mitchell,  M.D. 

The  job  of  being  President  of  the  Medical  Associa- 
tion of  Georgia  is  an  honor,  but  I’m  sure  those  of  my 
predecessors  who  have  served  in  this  capacity  will 
bear  me  out  when  I say  that  there  are  unknown  built- 
in  obligations  and  responsibilities  that  go  with  this  of- 
fice. 

It  has  been  time  consuming,  but  a distinct  pleasure 
representing  the  Association  as  its  head  man  in  these 
past  months:  As  a member  of  the  Georgia  Delegation 
to  the  AMA  conventions,  as  a member  of  the  Foun- 
dation, and  as  ex-officio  member  of  all  the  Committees, 
serving  on  the  Search  Committee  for  replacement  of 
the  President  of  the  Medical  College  of  Georgia,  on 
the  Student  Selection  Committee  for  Emory  Medical 
Students,  as  a member  of  the  Georgia  Medical  Educa- 
tion Committee,  presiding  at  monthly  Executive  Com- 
mittee meetings,  attending  quarterly  meetings  of  the 
Council,  chairing  the  annual  Committee  Conclave  and 
the  Leadership  Conference,  meeting  with  the  Wom- 
an’s Auxiliary,  and  the  numerous  speaking  engage- 
ments both  to  medical  and  allied  medical  groups. 

To  say  that  this  has  been  a year  of  challenge  would 
be  putting  it  very  mildly,  and  had  it  not  been  for  our 
excellent  and  hard  working  committees  that  have 
assumed  responsibility  for  guiding  their  particular  part 
of  the  program,  it  would  have  been  impossible,  and 
to  the  hard  working  committee  chairmen,  I will  be 
forever  grateful. 

It  goes  without  saying  that  both  my  job  and  the 
committee  chairmen’s  jobs  have  been  aided  greatly 
and  would  have  probably  been  insurmountable  with- 
out the  efficient  and  hard  work  of  our  excellent  house 
staff,  so  ably  headed  by  the  Executive  Director,  Mr. 
Ed  Smith. 


Several  things  that  have  occurred  during  the  year 
are  worthy  of  special  mention.  The  implementation  of 
the  increase  in  dues,  as  directed  by  the  House  of 
Delegates;  the  excellent  work  of  the  legislative  com- 
mittee that  was  headed  by  Dr.  Harrison  Rogers  that 
fought  so  gallantly  to  carry  out  the  MAG  policy  of  a 
separate  Board  of  Health  as  opposed  to  it  being  a part 
of  the  Department  of  Human  Resources;  the  success- 
ful work  of  the  Georgia  Medical  Care  Foundation; 
the  division  of  the  state  into  north  and  south  dis- 
tricts, with  the  addition  of  a second  field  man  to  cover 
one  of  these  districts;  and  the  continued  efficient  work 
of  the  government  programs  that  are  supervised  and 
housed  in  the  headquarters  building. 

RECOMMENDATIONS 

( 1 ) We  should  continue  to  face  the  issues  that  are 
ahead  of  us  and  maintain  mature  leadership  in  our 
ever  continuing  fight  against  the  gradual  encroaching 
socialization. 

(2)  We  should  continue  our  efforts  to  help  our  legis- 
lators plan  for  the  best  health  care  possible  for  our 
state  and  nation. 

(3)  Continue  our  support  to  GaMPAC  and  AM- 
PAC. 

(4)  Render  all  aid  possible  to  our  own  Woman’s 
Auxiliary. 

(5)  Continue  to  support  and  strengthen  the 
Georgia  Medical  Care  Eoundation. 

(6)  Encourage  better  communication  with  all  our 
membership,  and  to  urge  each  and  every  one  of  our 
nearly  4000  members  to  get  more  involved  and  to 
really  be  a part  of  the  organization. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  Reference  Committee  recommends  approval  of 
this  report  with  commendation. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  President  as  recommended  by  the  refer- 
ence committee. 

Second  Vice-President 

Braswell  E.  Collins.  M.D. 

Your  Second  Vice-President  attended  Executive 
Committee  and  Council  Meetings  throughout  the 
year. 
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RECOMMENDATIONS 

( 1 )  My  recommendation  is  that  the  name  of  the 
MAG  Annual  Leaders  and  New  Members  Conference 
be  changed.  This  meeting  is  too  good  to  be  so  re- 
stricted. Many  members,  perhaps  through  modesty,  do 
not  want  to  pose  as  leaders.  They  also  know  they 
were  new  members  many  moons  ago.  All  MAG  mem- 
bers should  be  encouraged  to  come.  The  meeting  should 
be  called  something  like  the  MAG  “Know-It-All”  or 
“Learn-It-All”  Annual  Conference. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— The  reference  committee  would  like  to  approve  this 
report,  with  the  recommendation  that  the  name  of 
the  annual  County  Society  Officers  and  New  Members 
Conference  be  changed  to  “MAGNET.”  The  letters 
in  the  name  would  be  an  acronym  standing  for  “Med- 
ical Association  of  Georgia  New  Educational  Train- 
ing.” We  would  further  recommend  that  an  open  in- 
vitation be  extended  to  all  MAG  members  to  attend 
this  conference,  with  special  encouragement  to  new 
members  and  officers.  We  also  suggest  that  the  Com- 
mittee on  Communications  seriously  consider  chang- 
ing the  date  of  this  conference  to  a date  more  bene- 
ficial to  the  newly  elected  county  society  officers. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Second  Vice  President  with  the  amend- 
ments and  additional  recommendations  made  by  the 
reference  committee. 

Emergency  Medical  Service  Committee 

Carl  Jelenko,  III,  M.D.,  Chairman 

The  Committee  on  Emergency  Medical  Services  of 
the  Medical  Association  of  Georgia  met  at  MAG 
Headquarters  in  1971  on  January  9,  April  3,  July  9, 
August  7,  and  December  1 1 . 

The  Committee  concerned  itself  with  several  areas: 

( 1 ) LEGISLATION : Including  the  Ambulance 
Statute,  the  Medical  Advisory  Board  Bill,  and  the 
Visual  Acuity  Bill. 

(2)  Preparation  of  a Mass  Casualty  Manual. 

(3)  Governor’s  Commission  on  Emergency  Med- 
ical Preparedness. 

(4)  An  emergency  medical  system  for  south  cen- 
tral Georgia. 

(5)  Emergency  Medical  Technicians  training. 

(6)  Hospital  signs. 

(7)  Ambulance  and  emergency  room  categoriza- 
tion. 

(8)  Emergency  ambulance  communications. 

(9)  Television  spot  commercial  to  combat  traffic 
deaths. 

The  Committee  made  significant  progress  in  several 
of  the  aforementioned  areas  during  1971,  but  con- 
siderable effort  continues  to  be  required  in  some  of 
the  areas  listed. 

( 1 ) An  intensive  campaign  including  personal  con- 
tact, circularization,  publication  of  editorials,  and  tes- 
timony failed  to  persuade  the  Legislature  to  enact  the 
Ambulance  Statute  during  the  Legislative  Assembly  in 
1971.  The  Bill  was  returned  to  Committee.  It  ap- 
peared that  an  important  parameter  that  had  not  been 
sufficiently  emphasized  was  the  economic  impact  of 
failure  to  enact  this  Statute.  Accordingly,  the  Com- 
mittee mounted  a vigorous  campaign  in  the  latter  part 


of  1971,  contacting  the  legislators  directly  and  through 
MAG  Doctors  of  the  Day  and  physicians  in  various 
communities  throughout  Georgia.  The  emphasis  of 
these  contacts  was  that  failure  to  enact  the  Ambulance 
Statute  would  result  in  a ten  per  cent  decrease  in  funds 
from  the  Federal  Highway  Administration  to  the  State 
of  Georgia.  Further,  approximately  1.2  million  dollars 
has  been  defined  and  was  available  through  the  Georgia 
State  Department  of  Health  for  ambulance  purchase 
and  training  of  Emergency  Medical  Technicians. 

Renewed  effort  was  made  during  the  year  to  em- 
phasize the  need  for  passage  of  the  Visual  Acuity  and 
Medical  Advisory  Board  Bill.  Emphasis  with  regard  to 
the  former  pointed  out  that  approximately  300  Georgia 
drivers  currently  hold  valid  driver’s  licenses  although 
they  are  legally  blind!  With  regard  to  the  latter  Bill  a 
major  problem  appeared  to  concern  the  composition 
of  the  Board.  This  Bill  had  been  passed  by  previous 
legislature  but  had  been  vetoed  by  the  former  Gover- 
nor. It  was  the  thrust  of  the  Committee’s  emphasis 
that  it  be  re-enacted  with  the  hope  that  the  current 
Governor  would  sign  it  into  law. 

(2)  Through  the  dedicated  work  of  Dr.  Virg'l  Wil- 
liams of  Griffin,  many  of  the  manuals  and  procedures 
for  the  management  of  mass  casualties  in  disaster  sit- 
uations were  reviewed  for  the  preparation  of  a Mass 
Casualty  Manual.  It  was  the  intent  of  the  Committee 
to  prepare  a generic,  concise  statement  of  the  basic 
principles  for  disaster  planning  suitable  for  use  by  a 
hospital  of  virtually  any  size  and  configuration  in 
Georgia.  Such  a Mass  Casualty/Disaster  Plan  was 
drawn  up  and  published  broadly.  The  Plan  was  en- 
dorsed and  co-sponsored  by  the  Georgia  State  Com- 
mittee on  Trauma  of  the  American  College  of  Sur- 
geons and  by  the  Disaster  Planning  Committee  of  the 
Georgia  Hospital  Association.  The  Georgia  Hospital 
Association  distributed  the  Plan  to  all  administrators 
and  chiefs  of  staff  in  the  various  hospitals  throughout 
Georgia.  In  addition,  the  Plan  was  published  as  fol- 
lows: 

(a)  The  Mass  Casualty/Disaster  Plan:  Some  Basic 
Concepts.  Bulletin  of  the  American  College  of  Sur- 
geons, 56:16,  November,  1971. 

(b)  The  Mass  Casualty  Plan:  Some  Basic  Concepts. 
JMA  Georgia,  60:364,  November,  1971.  To  date  ap- 
proximately 300  requests  for  reprints  have  been  re- 
ceived by  the  Committee. 

(3)  In  April  1971,  the  EMS  Committee  recom- 
mended to  the  Governor  that  he  establish  a Commis- 
sion on  Emergency  Medical  Preparedness.  According- 
ly, a resolution  was  enacted  by  the  Committee  endors- 
ing this  concept  and  presented  in  person  to  the  Gover- 
nor. The  resolution  was  reviewed  by  the  Departments 
of  Highway  Safety,  Civil  Defense  and  Health,  and  on 
September  27,  1971,  by  Executive  Order,  the  Gover- 
nor’s Study  Commission  on  Emergency  Medical  Ser- 
vices was  established.  The  Commission  comprised  10 
individuals  representing  various  disciplines  concerned 
with  emergency  care  and  included  as  consultants  a 
member  of  the  combined  Board  of  Medical  Examiners 
and  the  Chairman  of  the  Legislative  Committee  of 
MAG.  The  Governor’s  Commission  embraced  the 
MAG,  Georgia  Hospital  Association,  Georgia  Munici- 
pal Association,  Independent  Insurance  Underwriters 
of  Georgia,  Georgia  Association  of  County  Commis- 
sioners, Georgia  Department  of  Public  Health,  De- 
partment of  Planning  and  Community  Affairs,  Georgia 
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Safety  Council,  the  Georgia  Bar  Association,  and 
representatives  from  the  House  of  Representatives  and 
the  Senate  of  the  State  of  Georgia.  A Summary  Re- 
port of  the  Commission’s  findings  was  accepted  by  the 
Governor  and  is  in  process  of  being  developed  into 
appropriate  legislation.  Further,  the  Commission  recom- 
mended, and  the  Georgia  Department  of  Public  Health 
adopted  as  policy,  a position  regarding  emergency  com- 
munications and  minimal  standards  for  Emergency  De- 
partments. These  will  be  discussed  later  in  this  re- 
port. 

(4)  The  Committee  considered  in  detail  a project 
under  current  investigation  by  Georgia  Regional  Med- 
ical Programs  submitted  from  an  11 -county  area  in 
south  central  Georgia  comprising  an  Emergency  Med- 
ical Services  network  for  the  area.  The  program  com- 
prises purchase  of  ambulances  and  equipment;  train- 
ing of  technicians;  and  the  establishment  of  central 
and  primary  emergency  care  facilities  in  various  of 
the  area  hospitals.  Included  also  was  a cooperative 
air  evacuation  system  using  the  facilities  of  Moody 
Air  Eorce  Base.  This  project  was  recommended  highly 
for  implementation;  and  support  for  it  was  expressed 
to  Regional  Medical  Programs.  The  project  was  made 
the  priority  item  for  fiscal  1971  by  GRMP;  was  fund- 
ed, and  is  currently  operative. 

(5)  Considerable  need  was  perceived  to  train  the 
Emergency  Medical  Technicians.  It  was  recognized 
that  several  courses  were  being  offered  in  various 
areas  of  the  State  in  an  attempt  to  accomplish  this 
need.  The  Georgia  Department  of  Public  Health  pro- 
posed establishing  a series  of  12-week  courses  in  area 
technical  schools  to  be  conducted  using  as  a text  the 
American  Academy  of  Orthopaedic  Surgeons  course: 
“Emergency  Care  and  Transportation  of  the  Sick  and 
Injured.”  This  was  highly  endorsed  by  the  Committee; 
and  the  Committee  joined  the  Committee  on  Trauma 
for  Georgia  of  the  American  College  of  Surgeons  in 
offering  the  services  of  physician  personnel  to  help  in 
teaching  and  examining  students.  Eunding  was  made 
available  for  the  establishment  of  these  courses  which 
began  in  the  summer  of  1971.  The  first  course  was 
conducted  at  the  DeKalb  Technical  School  and  grad- 
uates were  given  the  examination  of  the  Registry  for 
Emergency  Medical  Technicians-Ambulance  at  the 
completion  of  the  course.  These  courses  will  be  es- 
tablished in  technical  schools  throughout  the  state  so 
that,  in  most  instances,  an  individual  will  have  to 
travel  less  than  50  miles  from  his  home  to  attend 
these  schools.  Eurther,  the  courses  will  be  supplied 
free,  being  funded  by  the  Department  of  Health. 
Courses  are  offered  at  night  and  will  not  interfere  with 
an  individual’s  regular  employment.  The  only  require- 
ment for  enrollment  is  the  possession  of  an  active 
Standard  and  Advanced  First-Aid  certificate.  To  pro- 
vide a method  for  obtaining  these  certificates,  up- 
grading of  a course  in  Immediate  Care  of  the  Sick  and 
Injured  at  the  Medical  College  of  Georgia  was  sup- 
ported by  the  Committee.  This  course  currently  com- 
prises four  days  (24  hours)  work  at  the  completion  of 
which  the  successful  candidate  obtains  a Standard  and 
Advanced  First-Aid  certificate.  The  MCG  course  is 
currently  offered  twice  yearly. 

(6)  Hospital  signs  to  direct  the  traveler  through 
Georgia  to  hospitals  possessing  emergency  facilities 
capable  of  attending  their  needs  were  perceived  by  the 
Committee  as  a real  and  urgent  need  in  Georgia.  The 


EMS  Committee  joined  with  several  agencies  includ- 
ing the  ACS  Committee  on  Trauma,  the  Department 
of  Health,  and  the  Georgia  Hospital  Association  in 
working  toward  obtaining  placement  of  these  signs  on 
Georgia’s  highways.  Major  efforts  were  expended  by 
the  Georgia  Hospital  Association  in  this  regard.  It  ap- 
peared that  certain  Eederal  and  Department  of  High- 
way Safety  regulations  required  modification  such  that 
the  highway  signing  could  be  accomplished.  Through 
diligent  effort,  this  was  accomplished,  and  the 
Department  of  Highway  Safety  is  currently  in  the 
process  of  placing  a standard  marker  on  State  and  In- 
terstate Highways  to  indicate  the  location  of  those  hos- 
pitals possessing  emergency  rooms  staffed  round  the 
clock  with  at  least  an  on-call  roster  of  physicians 
who  will  respond  within  five  minutes  of  a call.  The 
sign  comprises  the  white  letter  “H”  on  a dark  blue 
background  below  which  is  the  word  “Hospital”  and 
an  arrow,  also  in  white.  The  signs  are  of  reflective 
material  and  are  those  acceptable  to  the  Federal  De- 
partment of  Highways. 

(7)  Several  studies  of  the  status  of  Emergency  Med- 
ical Services  were  conducted  and  considered  by  the 
Committee  during  the  year.  These  included  a study  of 
the  categorization  of  Emergency  Departments,  and  the 
status  of  Ambulance  Services  in  Georgia.  It  was  de- 
termined that  the  accidental  death  rate  in  rural  Georgia 
for  injured  individuals  was  almost  700  times  greater 
than  that  for  injured  individuals  in  urban  Georgia!  Ac- 
cordingly, the  Committee  investigated  ways  that  Emer- 
gency Departments  and  Ambulance  Services  could  be 
improved.  Tbe  Department  of  Public  Health  defined 
approximately  1.2  million  dollars  which  would  be 
available  in  1972  for  Emergency  Medical  Technician 
training  and  for  ambulance  purchase.  These  facts  were 
made  available  to  legislators.  Further,  the  Department 
of  Health  altered  its  regulations  to  require  that  all 
hospitals,  unless  specifically  exempted,  maintain  an 
emergency  room.  Further,  the  regulation  details  the 
minimal  equipment  which  must  be  available  in  each 
Emergency  Department. 

(8)  Communications  between  hospitals  and  ambu- 
lances and  between  hospitals  was  perceived  to  be  an 
important  part  of  any  emergency  medical  system.  Dur- 
ing the  year,  the  Eederal  Communications  Commis- 
sion requested  that  the  State  indicate  its  preference  of 
communications  frequencies  for  emergency  purposes. 
Accordingly,  the  Committee  supported  the  findings  of 
a Subcommittee  on  Communications  of  the  Governor's 
Commission  recommending  standardization  of  equip- 
ment, maintenance  of  short-wave  radio  equipment  in 
all  hospitals  and  ambulances;  and  development  of  State 
funds  to  assist  hospitals  and  ambulance  operators  to 
carry  out  these  recommendations. 

(9)  Because  of  the  inordinate  mortality  from  ve- 
hicular accidents  in  Georgia — which  exceeds  by  far 
the  National  average — the  Committee  discussed  a va- 
riety of  attacks  at  the  problem.  It  was  proposed  that 
a television  commercial  message  be  prepared  to  be 
shown  as  a public  service  on  the  State's  television 
stations  which  could  serve  to  sensitize  the  driver  popu- 
lation to  the  risks  of  automobile  operation.  The  Com- 
mittee voted  to  support  this  approach  with  funds  if 
necessary;  and  the  Governor  made  sufficient  monies 
available  for  the  production  of  a thirty-second  com- 
mercial message,  “the  pilot”  of  which  is  in  current 
production.  This  message  will  comprise  a listing  of  the 
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names  of  those  individuals  recently  killed  in  automo- 
bile accidents  on  Georgia’s  highways  and  the  message 
will  be  kept  fresh  at  frequent  intervals. 

Future  efforts  of  the  Committee  will  include  con- 
tinued efforts  at  obtaining  appropriate  legislation  to 
forward  Georgia’s  preparedness  for  delivering  emergen- 
cy medical  services;  supporting  and  establishing  emer- 
gency medical  systems  in  various  areas  throughout 
the  State;  developing  methods  for  improving  Emer- 
gency Departments  and  assisting  in  the  training  of 
Emergency  Medical  Technicians;  and  evaluating  and 
forwarding  the  various  projects  underway. 

RECOMMENDATIONS 

Resolution 

Subject:  Medical  Advisory  Bill 

WHEREAS,  the  MAG  Emergency  Medical  Services 
Committee  and  MAG  is  interested  in  continually  pro- 
moting traffic  safety  and  needed  legislation  to  support 
traffic  safety, 

WHEREAS,  H.B.  58  Re-Examination,  passed  by 
the  1972  General  Assembly,  requires  all  drivers  to 
have  their  eyes  examined  every  four  years, 

WHEREAS,  physicians  feel  that  medical  reasons 
for  driver  limitation  should  be  determined  by  physi- 
cians; THEREEORE  BE  IT 

RESOLVED,  that  MAG  support  legislation  to  set 
up  a board  known  as  the  Medical  Advisory  Board,  to 
assist  the  Department  of  Public  Safety  in  determining 
the  medical  fitness  of  drivers  with  certain  diseases  or 
limitations. 

Resolution 

Subject:  Burns  Center 

WHEREAS,  the  MAG  has  supported  the  efforts  to 
establish  a statewide  Burns  Center  located  at  the  Med- 
ical College  of  Georgia, 

WHEREAS,  there  is  a continuing  need  for  such  a 
Burns  Center  in  order  to  take  care  of  additional  pa- 
tients and  conduct  research  in  this  area;  THEREFORE 
BE  IT 

RESOLVED,  that  the  Medical  Association  of  Geor- 
gia support  the  efforts  to  establish  a Burns  Center  at 
the  Medical  College  of  Georgia. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— After  much  discussion  regarding  the  propinquity  of 
televising  the  names  of  traffic  victims  so  soon  after 
death,  as  proposed  on  page  6,  lines  4-18  of  this  re- 
port, the  reference  committee  feels  that  this  should  be 
done  only  after  permission  has  been  secured  from  the 
family  of  the  deceased.  We  would  therefore  like  to 
amend  the  report  by  placing  on  page  6,  line  17,  a 
comma  after  the  word  “highways”  and  adding  the 
words,  “after  permission  has  been  secured  from  the 
families.” 

In  regards  to  the  Resolution  on  the  Medical  Ad- 
visory Bill  (page  6,  lines  29-36  and  page  7,  lines  1-7), 
your  reference  committee  heard  much  discussion  as  to 
the  difficulties  in  getting  such  a bill  passed  through 
the  legislature.  The  committee  feels  that  such  efforts 
should  be  continued,  and  gives  its  support  to  this  en- 
deavor. 

The  reference  committee  also  gives  its  support  to 
the  Resolution  on  Burns  Center,  recorded  on  page  7, 
lines  8-18. 


Mrs.  Catherine  Wooten,  Assistant  Director  of  MAG  and 
Dr.  Preston  EUington  congratulate  each  other  on  the  suc- 
cess of  MAG’s  118th  Annual  Session. 


HOUSE  OF  DELEGATES  ACTION— Delegate 
Wytch  Stubbs,  Decatur,  moved  that  the  MAG  support 
the  efforts  to  establish  a burns  center  at  a location  to 
be  determined  by  the  Emergency  Medical  Services 
Committee.  This  motion  was  defeated  by  the  House, 
and  the  report  of  the  committee  was  adopted. 

Cancer  Committee 

Hoke  Wammock,  M.D.,  Chairman 

The  year  1971-1972  for  the  Committee  on  Cancer 
has  been  perhaps  the  most  active  and  productive  year 
in  the  history  of  the  Cancer  Committee. 

The  Committee  on  Cancer  has  been  responsible  for 
co-ordinating  the  Cancer  Control  Program  in  Georgia 
seeking  the  joint  participation  of  all  agencies  con- 
cerned with  Cancer  Control;  namely,  the  Georgia  Re- 
gional Medical  Program,  the  American  Cancer  So- 
ciety, State  Public  Health  Department,  Cancer  Con- 
trol Section,  and  other  agencies  concerned  with  can- 
cer. 

GEORGIA  REGIONAL  MEDICAL  PROGRAM 

For  the  past  three  years  the  Georgia  Regional  Med- 
ical Program  has  been  Project  Director  for  Cancer  in 
Georgia.  Because  of  a cutback  in  funds,  the  Regional 
Medical  Program  requested  that  the  Cancer  Committee 
assume  the  responsibility  for  the  operation  of  the  fol- 
lowing ongoing  projects: 

1.  Project  # 13,  which  included:  (a)  Area  Cancer 
Facilities,  now  12  in  number;  (b)  Cancer  Work- 
shop (Symposia  or  continuation  of  educational 
programs  on  various  cancer  topics);  (c)  Tumor 
Registries. 

2.  Project  # 30,  the  Augusta  Radiation  Therapy 
Center,  the  Committee  on  Cancer  to  act  in  an 
advisory  capacity  for  the  operation  of  this  proj- 
ect. 

The  Committee  accepted  the  request  of  the  Re- 
gional Medical  Program  and  signed  an  agreement  be- 
tween the  Regional  Medical  Program  and  the  Com- 
mittee on  Cancer  of  the  Medical  Association  of  Georgia 
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for  the  operation  of  these  Projects.  The  Committee 
then  requested  the  participation  of  the  Georgia  Divi- 
sion of  the  American  Cancer  Society  and  they  agreed 
to  participate  in  the  professional  education  phase  of 
the  Program.  The  responsibility  for  fiscal  management 
will  remain  a function  of  the  Georgia  Regional  Med- 
ical Program,  with  programatic  responsibilities  being 
those  of  the  MAG  Cancer  Committee. 

SUBCOMMITTEES 

In  order  for  the  Committee  on  Cancer  to  operate  in 
a more  efficient  manner,  we  subdivided  the  Commit- 
tee into  Subcommittees  with  a chairman  each  as  fol- 
lows thus  forming  an  Executive  Committee; 

1.  Tumor  Registries. 

2.  Area  Cancer  Facility  Workshops. 

3.  Area  Cancer  Facility  Planning  & Development 
(Augusta  Radiation  Therapy  Center). 

TUMOR  REGISTRIES 

In  view  of  the  restrictions  of  the  funds  of  the  Re- 
gional Medical  Program,  the  support  of  the  Tumor 
Registries  had  to  be  withdrawn,  and  this  meant  that 
Tumor  Registries  would  have  to  seek  support  else- 
where. I am  happy  to  report  that  a number  of  these 
Registries  are  continuing  in  operation  despite  the  with- 
drawal of  funds.  Some  have  had  to  curtail  their  ac- 
tivities, but  we  hope  that  this  will  be  corrected. 

The  Subcommittee  on  Tumor  Registries  of  the  Com- 
mittee on  Cancer  has  been  revising  the  protocols 
which  have  been  simplified  to  some  degree,  the  tabu- 
lating of  the  information  on  each  patient  recorded  in 
the  Tumor  Registry  for  the  purpose  of  providing  in- 
formation to  the  computer  that  is  now  under  operation 
at  Emory  University.  We  are  endeavoring  to  simplify 
the  abstracting  of  the  information  from  the  patient’s 
record  in  order  that  we  can  get  a more  rapid  feedback 
to  the  physician  on  cases  registered  in  their  respec- 
tive clinics. 

CANCER  WORKSHOPS 

The  Subcommittee  on  Cancer  Workshops  developed 
the  following  Programs: 

1.  Nuclear  Medicine  Workshop,  February  10-11, 
1972,  Emory  University  Clinic,  Atlanta,  Georgia. 

2.  Advanced  Mammary  Cancer  Workshop,  March  8, 
1972,  St.  Joseph’s  Infirmary,  Atlanta,  Georgia. 

3.  Chemotherapy  of  Solid  Tumors  Workshop,  April 
28-29,  1972,  Callaway  Gardens,  Pine  Mountain, 
Georgia. 

4.  Current  Concepts  in  the  Diagnosis  and  Treat- 
ment of  Head  and  Neck  Cancer,  June  9-10,  1972, 
at  the  Medical  College  of  Georgia,  Augusta, 
Georgia. 

We  feel  that  these  ongoing  continuing  education 
programs  are  of  great  benefit  in  disseminating  infor- 
mation to  physicians  of  the  Medical  Association  on 
various  subjects  in  Cancer  Control. 

AREA  CANCER  FACILITIES 

In  the  further  development  of  the  Area  Cancer  Fa- 
cilities, a program  has  been  outlined  whereby  all  Area 
Cancer  Facilities  will  be  visited  during  the  year  to 
determine  if  they  are  meeting  the  standards  to  qualify 
as  an  Area  Cancer  Facility.  Several  Facilities  have  al- 
ready been  visited  and  others  are  planned.  Up  to  this 


moment,  we  feel  that  valuable  information  has  been 
gained  through  these  visits  and  will  be  of  great  help 
to  us  in  the  future  in  improving  the  Programs  of  the 
Area  Facilities. 

It  had  been  our  plan  to  expand  the  number  of  Area 
Cancer  Facilities  in  the  State,  but  due  to  reduction  in 
funds  of  the  Regional  Medical  Program,  this  could 
not  be  done  at  this  time.  We  are  hopeful  that  we  will 
have  increase  in  funds  in  order  that  we  may  lend  in- 
creased support  to  the  present  ongoing  Area  Cancer 
Facilities  and  add  additional  facilities  in  the  future. 

AREA  CANCER  FACILITY  PLANNING 
& DEVELOPMENT  (AUGUSTA 
RADIATION  THERAPY  CENTER) 

Some  four  years  ago,  plans  were  begun  to  develop  a 
central  radiation  therapy  center  in  Augusta.  The  pur- 
pose of  this  center  was  to  seek  cooperation  and  the 
participation  of  all  hospitals  in  the  Medical  College 
in  developing  a radiation  center.  The  Georgia  Re- 
gional Medical  Program  has  given  financial  support 
to  this  plan  and  the  Committee  on  Cancer  of  the 
Medical  Association  of  Georgia  has  given  its  approval 
for  the  development  of  a radiation  therapy  Center. 
The  centralization  of  radiation  therapy  for  the  Augusta 
area  has  many  advantages,  not  only  from  the  stand- 
point of  centralization  of  radiation  therapy  but  in  the 
field  of  teaching  and  research. 

DIAL  ACCESS  SYSTEM 

The  Committee  has  had  under  advisement  the  ques- 
tion of  a Dial  Access  System  of  direct  communica- 
tion with  some  of  the  out-of-state  cancer  centers  for 
the  purpose  of  requesting  information  on  the  diagnosis 
and  the  treatment  of  a particular  type  of  cancer.  The 
Committee  together  with  the  Professional  Education 
Committee  of  the  Georgia  Division  of  the  American 
Cancer  Society  reviewed  this  project  in  great  depth, 
and  it  was  determined  that  the  cost  would  be  too  great 
for  participation  and  that  perhaps  we  could  readily  ob- 
tain the  necessary  information  from  our  own  medical 
schools  in  Georgia  and  from  other  cancer  centers. 
It  was  brought  out  that  the  Directors  of  the  Area 
Cancer  Facilities  are  in  communication  from  time  to 
time  by  telephone  or  follow-up  report  to  the  referring 
physicians  on  different  phases  of  cancer,  both  diagnos- 
tic and  therapeutic. 

THERAPEUTIC  RADIOLOGY  COMPUTER 
ASSISTANCE  PROGRAM 

This  matter  was  reviewed  very  extensively  by  the 
Committee  on  Cancer  as  this  is  a program  designed 
to  provide  computer  assistance  to  radiologists  doing 
radiation  therapy  throughout  the  State.  The  purpose 
at  this  time  is  to  determine  and  make  comparisons  in 
the  use  of  certain  types  of  equipment.  The  initial 
phases  of  this  will  be  undertaken  at  the  Columbus 
Medical  Center,  using  a smaller,  relatively  less  ex- 
pensive computer  with  participating  institutions,  such 
as  Emory.  Macon.  Thomasville  and  Albany.  Com- 
puterized data  is  to  be  obtained  from  these  institutions 
and  compared  with  the  larger  unit  at  Emory'  and  the 
smaller  one  that  is  being  installed  at  the  Medical  Cen- 
ter in  Columbus.  It  is  hoped  that  this  plan  of  develop- 
ing computerized  techniques  will  result  in  more  etfi- 
cient  administration  of  radiation  therapy. 
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STATE  BOARD  OF  HEALTH,  CANCER 
CONTROL  SECTION 

The  number  of  applications  for  state-aid  approval  is 
approximately  1,200  for  the  year  1970  and  1971. 

The  number  of  new  patients  reporting  for  the  first 
time  for  treatment  for  1970  and  1971  was  980  and 
1,044  respectively. 

The  accrued  expenditures  for  1970  was  $360,290.07 
and  for  1971  was  $463,067.47. 

The  average  cost  per  patient  was  $172.14  for  1970 
and  $195.80  for  1971. 

In  reviewing  the  overall  picture,  there  has  been  a 
slight  increase  in  the  number  of  applicants  received 
and  number  of  new  patients  reporting  for  the  first 
time,  a definite  increase  in  the  accrued  expenditures 
for  1971  and  with  average  cost  per  patient  showing  a 
slight  increase.  Thus  the  number  of  state-aid  cancer 
patients  is  holding  about  the  same  level  for  the  past 
three  years,  but  with  a definite  increase  in  the  average 
cost  per  patient. 

AMERICAN  MEDICAL  ASSOCIATION 
CANCER  COMMITTEE 

A 10-member  Advisory  Committee  on  Cancer  has 
been  named  by  the  American  Medical  Association’s 
Board  of  Trustees. 

Kenneth  C.  Sawyer,  M.D.,  of  Denver,  an  American 
Medical  Association  trustee,  was  named  chairman. 

The  committee  is  charged  with  advising  the  Board 
on  substantial  and  promising  developments  in  cancer 
research  that  warrant  public  attention,  on  activities 
that  the  American  Medical  Association  might  un- 
dertake in  professional  and  public  education  with  re- 
spect to  cancer,  and  with  the  Council  on  Legislation 
on  the  appropriate  position  that  might  be  taken  by 
the  American  Medical  Association  with  respect  to 
existing  and  changing  legislation  that  relates  to  gov- 
ernment support  of  cancer  research,  cancer  control 
and  therapy,  and  other  cancer  programs. 

RECOMMENDATIONS 

The  Committee  on  Cancer  would  like  to  recom- 
mend that  the  present  format  developed  this  year  for 
continuing  education  be  followed  for  the  ensuing  years 
because  we  feel  that  this  is  one  of  the  most  produc- 
tive ways  to  keep  physicians  in  Georgia  informed  on 
the  progress  of  Cancer  Control.  It  is  essential  that  a 
coordinated  Cancer  Control  Program  directed  by  the 
Committee  on  Cancer  with  the  cooperation  of  other 
agencies  concerned  with  Cancer  Control  be  main- 
tained. We  invite  all  to  give  us  the  benefit  of  their 
expertise  in  their  respective  fields  in  developing  a more 
aggressive  program  in  Cancer  Control. 

The  Chairman  of  the  Committee  on  Cancer  wishes 
to  express  his  appreciation  to  all  the  members  of  the 
Committee,  the  Georgia  Regional  Medical  Program, 
the  Georgia  Division  of  the  American  Cancer  Society, 
and  to  the  officers  of  the  Medical  Association  of  Georgia 
and  others  for  their  cooperation  and  assistance  in  Can- 
cer Control  in  Georgia. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  approves  this  report  with 
commendation.  It  is  the  opinion  of  this  reference 
committee  that  the  Cancer  Committee  of  MAG 
should  be  highly  commended  for  the  excellent  job 


they  are  doing,  and  close  liaison  with  State  officials 
should  be  continued  as  in  the  past. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Cancer  as  recommended 
by  the  reference  committee. 

Communications  Committee 

F.  G.  Eldridge,  M.D.,  Chairman 

This  Committee  was  established  to  encompass  sev- 
eral other  committees : 

(1)  MAG  Annual  County  Society  Leadership  and 
New  Member  Indoctrination  Conference:  This  con- 
ference was  held  February  19-20,  1972  and  the 
program  was  arranged  by  1.  Watts  Lipscomb,  M.D., 
Chairman  of  the  MAG  Sub-Committee  on  County 
Society  Officers  Conference.  The  Conference  was 
well  attended  by  enthusiastic  physicians  and  mem- 
bers of  the  MAG  staff  and  commendation  to  Dr. 
Lipscomb  should  be  given  for  arranging  this  pro- 
gram. 

(2)  Tapes:  Information  has  been  taped  by  the 
President  and  other  members  of  the  Executive  Com- 
mittee as  well  as  Headquarters  staff  to  disseminate 
information  to  component  Societies.  A variety  of 
subjects  has  been  discussed.  Our  Field  Staff  has 
informed  the  Communications  Committee  that  these 
tapes  have  been  well  received. 

RECOMMENDATION 

It  is  recommended  the  tapes  be  continued  and  ex- 
panded as  necessary  to  keep  the  component  societies 
informed  of  progress  and  events  important  to  mem- 
bers of  the  Medical  Association  of  Georgia. 

(3)  Liaison  with  News  Media 

(4)  The  Communications  Committee  arranged 
with  the  AMA  Speakers  and  Leadership  Training 
Group  to  set  up  a Seminar  in  cooperation  with 
MAG  for  February  20-21,  1972  immediately  fol- 
lowing the  County  Society  Officers  Leadership  Con- 
ference. Some  30  members  indicated  an  interest  in 
taking  this  course;  however,  only  16  were  present 
and  it  is  felt  that  this  is  a result  of  the  selection  of  a 
Sunday-Monday  conference.  It  was  impossible  to 
arrange  a more  suitable  date  due  to  scheduling  with 
AMA. 

RECOMMENDATION 

It  is  recommended  that  a suitable  date  be  estab- 
lished for  the  latter  part  of  1972  or  spring  of  1973  for 
a repeat  of  this  seminar  with  timing  such  that  those 
individuals  desirous  of  taking  the  course  can  be  pres- 
ent. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  approves  with  commenda- 
tion the  recommendation  that  the  communications 
tapes  be  continued  and  expanded  as  necessary.  In 
hearings  before  this  committee,  it  was  found  that  some 
county  societies  find  it  convenient  to  play  these 
tapes  during  dinner  at  their  meetings.  This  might  be  a 
satisfactory  arrangement  for  other  societies,  also.  As 
the  tapes  cost  approximately  $1.00  each  to  produce 
and  distribute  and  the  number  of  members  that  can 
receive  the  taped  message  simultaneously  is  unlimited, 
your  reference  committee  feels  that  this  constitutes  a 
valuable  means  of  communication  and  liaison. 
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In  regard  to  the  Speakers  Training  Conference 
mentioned  on  pages  1 and  2 of  this  report,  it  was 
brought  to  the  attention  of  this  reference  committee 
that  this  was  a most  effective  way  for  a physician  to 
have  his  public  speaking  techniques  analyzed  by  ex- 
perts. Reference  Committee  D feels  that  such  a course 
would  enable  a physician  to  significantly  improve  his 
public  image,  and  that  of  medicine  in  general,  and 
would  like  to  urge  as  many  county  society  leaders  as 
possible  to  take  this  course.  We  therefore  approve 
with  commendation  the  recommendation  recorded  on 
page  2,  lines  8-12. 

This  committee  would  like  to  add  that  it  feels  such 
a course  should  be  repeated  several  times  during  a 
year  if  the  response  warrants. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  reference  committee. 

Rural  Health  Committee 

Irving  D.  Hellenga,  M.D.,  Chairman 

The  Rural  Health  Committee  of  MAG  cooperated 
in  the  American  Medical  Association's  24th  National 
Conference  on  Rural  Health,  held  March  25-26  in  At- 
lanta, Georgia,  with  the  theme  “Community  Health 
Programs  for  Tomorrow.”  Present  were  Vernon  Wil- 
son, M.D.,  of  HSMHA,  HEW,  L.  J.  Snyder,  M D., 
Chairman  of  the  AMA  Council,  J.  Frank  Walker, 
M.D.,  Vice  Speaker  of  the  AMA  House  of  Delegates, 
Thomas  N.  Lumsden,  M.D.,  member  of  the  AMA 
Council  and  a number  of  other  professional  personnel 
devoted  to  the  provision  of  good  medical  care.  This 
was  the  first  National  Conference  on  Rural  Health  to 
be  held  in  Atlanta,  and  our  committee  was  able  to  as- 
sist materially,  at  the  same  time  experiencing  the  fel- 
lowship of  state  Rural  Health  Committees  from 
throughout  the  country. 

The  work  of  the  committee  commenced  again  in 
August,  1971,  at  which  time  a regular  meeting  was 
held  during  the  Committee  Conclave.  Appropriate  re- 
ports were  made  to  MAG  Council  and  Executive  Coun- 
cil at  this  time. 

On  August  25-26,  1971,  the  Seventh  Annual  Georgia 
Rural  Health  Conference  sponsored  by  MAG,  the 
Georgia  Farm  Bureau  Federation  and  the  Cooperative 
Extension  Service,  was  programmed  at  the  Alpine 
Lodge  in  Macon.  Participating  were  Dr.  Eugene  J.  Gil- 
lespie, Mr.  Jim  Ingram,  Dr.  Addison  DuVall,  Dr. 
John  Curtis,  Judge  Curtis  Tillman,  Rev.  James  Tiller 
and  Miss  Martha  Jones.  The  emphases  were  on  High- 
way Safety,  Emergency  Medical  Services,  Georgia  Men- 
tal Health,  and  the  Problem  of  Drug  Abuse.  This  was 
the  largest  participation  by  members  of  the  sponsor- 
ing organizations  since  the  inception  of  a Rural  Health 
Conference,  and  it  was  felt  that  the  success  of  the 
1971  meeting  would  require  moving  to  a larger  facility 
subsequently. 

On  January  9,  1972,  a planning  session  for  the 
Eighth  Annual  Georgia  Rural  Health  Conference  was 
scheduled.  Present  were  the  Chairman,  Dr.  Irving  Hel- 
lenga, Dr.  Thomas  Lumsden,  Dr.  E.  R.  Hensley,  Mr. 
L.  P.  Whitehead,  Nan  Prease,  Miss  Martha  Johnson, 
Mr.  Lyndon  Beall,  and  Mr.  Carl  Bailey.  The  program 
for  the  1972  Rural  Health  Conference  was  scheduled, 
and  will  include  participation  by  Representative  Virgil 
Smith,  Dean  Robert  Reynolds,  Chairman  Harrison  L. 
Rogers,  Senator  Cyrus  M.  Chapman,  Adron  Harden  of 


the  Georgia  Farm  Bureau,  Dr.  G.  H.  Perrow,  and 
winners  of  the  Georgia  4-H  Health  and  Nutrition 
Awards.  The  program  is  scheduled  to  be  moved  to  the 
Macon  Hilton  this  year,  and  will  be  held  August  30-31, 
1972. 

Plans  are  underway  for  the  Chairman  to  attend 
the  National  Rural  Health  Conferenee  in  San  Fran- 
cisco, California,  on  March  16-17,  1972. 

RECOMMENDATION 

( 1 ) The  Chairman  would  like  to  recommend  that 
the  MAG  Rural  Health  staff  representative  attend  the 
National  Rural  Health  Conference  whenever  the  Chair- 
man feels  it  is  appropriate. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  approves  this  report  with 
commendation. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  Rural  Health  as  recom- 
mended by  the  reference  committee. 

School  Child  Health  Committee 

Fred  L.  Allman,  Jr.,  M.D.,  Chairman 
INTRODUCTION 

The  function  of  the  School  Child  Health  Commit- 
tee of  the  Medical  Association  of  Georgia  during  the 
past  year  as  in  previous  years  has  been  to  stimulate 
cooperation  by  individual  physicians  and  the  School 
Child  Health  Program  to  keep  the  profession  informed 
of  the  School  Health  Program  and  to  report  to  the 
profession  on  the  progress.  Our  Committee  has  worked 
with  the  dental  association,  the  public  school  system, 
the  Health  parents  groups.  Georgia  High  School 
Coaches  Association  and  other  appropriate  organiza- 
tions during  the  past  year.  Specifically,  the  Committee 
has  accomplished  or  undertaken  the  following  during 
the  past  year. 


Richard  L.  Benson,  M.D.,  of  Douglas,  Winner  of  the  4th 
Annual  Medical  Mile, 
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I.  FOLLOW-UP  ON  EXISTING  PROJECTS 

a.  Smoking  and  Health:  The  teacher  resources  kits 
which  were  placed  in  the  schools  in  1967  in  coopera- 
tion with  the  State  Department  of  Education  and  the 
Georgia  Heart  Association,  the  Georgia  Tubercular 
Association  and  the  Georgia  Cancer  Society  and  the 
State  Health  Department  have  continued  to  be  utilized 
in  many  schools  throughout  Georgia  and  have  been 
used  as  a model  for  other  states. 

b.  Post-graduate  Course:  On  August  14,  1971,  the 
Committee  again  sponsored  its  annual  symposium  on 
the  medical  aspects  of  sports.  Pat  Dyer,  head  athletic 
trainer  at  Georgia  Tech,  and  Don  Cooper,  M.D.,  Team 
Physician  for  the  Oklahoma  Aggies,  were  featured 
speakers  along  with  Dr.  Carl  Blyth,  Chairman  of  the 
Department  of  Physical  Education  at  the  University  of 
North  Carolina,  and  Dr.  Royer  Collins,  Chairman  of 
the  Department  of  Sports  Medicine  at  the  Cleve- 
land Clinic.  Subjects  related  to  precautions  for  partic- 
ipation on  artificial  turf,  shoulder  injuries  in  ath- 
letics, ergogenic  aids  for  athletics  as  well  as  the  re- 
port of  the  research  project  in  North  Carolina  per- 
taining to  the  epidemiological  aspect  of  high  school 
sports.  The  program  was  well  received  by  all  those  in 
attendance.  As  in  the  past  years,  the  attendance  was 
better  on  the  part  of  coaches  and  trainers  than  it 
was  on  the  part  of  the  physicians.  School  health 
nurses  were  invited  to  the  program  for  the  first  time 
and  those  in  attendance  seemed  to  appreciate  the  invi- 
tation and  have  expressed  a desire  to  be  invited  to  fu- 
ture meetings. 

c.  News  Release  in  Heat  Precautions:  A news  re- 
lease was  sent  to  all  of  the  news  media  throughout  the 
State  in  August  concerning  the  safe  methods  of  con- 
ducting athletic  practices  and  events  in  hot,  humid 
weather.  This  item,  as  in  the  past,  received  very  good 
distribution  and  helped  to  prevent  heat  deaths  in  our 
State. 

d.  Pre-School  Screening  for  Vision  and  Hearing:  As 

approved  by  the  MAG  in  1970,  a Board  has  been  es- 
tablished which  will  help  to  administer  the  pre-school 
screening  of  vision  and  hearing  in  our  State.  The 
Committee  has  established  an  operational  mechanism 
to  provide  pre-school  vision  and  hearing  for  all  chil- 
dren in  the  State  and  further  to  provide  appropriate 
follow-up  medical  care  for  the  correction  of  the  de- 
fects in  vision  and  hearing  which  are  detected  and  also 
to  create  a vehicle  for  parent  education  in  eye  health 
as  well  as  to  foster  local  activities  in  the  field  of  pre- 
school visual  and  hearing  screening.  Lastly,  the  pur- 

pose is  to  promote  research  and  development  of  test- 
ing methods.  The  objectives  of  the  pre-school  visual 
and  hearing  screening  are  the  discovery  of  children 
who  have  visual  and  auditory  defects  for  which  early 
treatment  is  imperative  and  to  discover  children  with 
serious  muscle  imbalances  and  those  which  need  cor- 
rective lenses  and  hearing  devices.  During  Phase  I of 

this  program,  the  facilities  and  services  of  the  person- 

nel of  the  Georgia  Society  for  the  Prevention  of 
Blindness  will  be  utilized.  Phase  II  calls  for  the  even- 
tual assumption  of  certain  of  these  responsibilities  by 
a Georgia  Society  for  the  Prevention  of  Deafness  to 
coordinate  with  the  Georgia  Society  for  the  Prevention 
of  Blindness  in  this  endeavor.  There  is  no  question  of 
the  need  for  this  program  within  our  State  and  the 
Committee  is  happy  to  report  that  action  is  being 


taken  to  implement  these  guidelines  and  it  is  antici- 
pated that  more  and  more  children  will  be  included 
in  the  program  each  year. 

e.  Comprehensive  Form  for  Pre-Participation  Phys- 
ical Evaluation  of  Athletes:  A very  comprehensive 
form  for  pre-participation  physical  and  emotional  eval- 
uation of  the  athletes  of  our  State  has  been  formu- 
lated. This  should  be  printed  and  ready  for  distribu- 
tion during  summer  of  1972  for  all  schools  that  would 
like  to  utilize  the  form.  Items  included  on  this  evalua- 
tion are  cardiovascular-respiratory  fitness,  body  build, 
strength  tests,  measures  of  flexibility  as  well  as  other 
indications  of  physical  maturation. 

f.  Round  Robin  Seminars:  The  initial  seminar  to  be 
held  in  one  of  the  outlying  areas  within  our  State  will 
be  held  in  August  in  Augusta,  Georgia.  This  meeting 
will  be  under  the  auspices  of  the  School  Child  Health 
Committee  and  Chairman  of  the  Program  will  be  Dr. 
Hamlin  Graham,  a member  of  the  Committee.  It  is 
hoped  that  through  meetings  such  as  this  to  be  con- 
ducted throughout  the  State  that  parents,  coaches,  phy- 
sicians and  athletes  will  be  made  knowledgeable  about 
the  necessary  measures  that  help  to  maintain  health 
and  safety  on  the  athletic  field. 

II.  OLD  PROJECTS  NOT  YET  COMPLETED 

a.  Certification  of  Coaches:  Certification  of  coaches 
with  minimum  standards  of  instruction  in  important 
subjects  such  as  first  aid  and  other  preventive  measures 
continues  to  be  an  important  item  on  our  agenda 
which  should  be  accomplished  in  the  future.  Also  un- 
der consideration  is  a criteria  for  certification  of  physi- 
cians for  attendance  at  athletic  events.  Neither  of  these 
certification  procedures  have  been  completely  formulat- 
ed nor  have  they  been  submitted  to  the  appropriate  or- 
ganizations as  of  this  time. 

b.  School  Benefit  Plan:  The  Committee  continues 
to  feel  that  there  are  still  far  too  many  youngsters  par- 
ticipating in  athletics  throughout  the  State  who  do  not 
have  adequate  insurance  coverage  to  care  for  them  in 
case  of  serious  injury.  As  of  this  time,  however,  the 
Committee  is  not  ready  to  make  a recommendation 
as  to  how  this  defect  can  be  corrected. 

c.  Nutrition  Counseling:  The  Committee  in  coop- 
eration with  Mrs.  Mary  Helen  Goodloe  of  the  Depart- 
ment of  Public  Health  has  undertaken  a pilot  project 
on  nutrition  counseling  to  be  directed  toward  the  over- 
weight, the  underweight  and  those  desiring  to  increase 
muscle  mass.  This  program  is  still  in  the  formative 
stages  and  it  is  hoped  that  action  which  has  been  taken 
in  this  cooperative  effort  will  be  reported  next  year. 

III.  NEW  PROJECTS 

a.  Annual  Medical  Aspects  of  Sports  Program:  The 
Annual  Medical  Aspects  of  Sports  Program  will  be 
held  in  Atlanta  the  first  week  of  August,  1972,  and  as 
in  the  past  will  be  held  in  conjunction  with  the  coach- 
ing clinic.  This  meeting  is  for  physicians,  coaches, 
trainers,  physical  educators  and  school  health  nurses. 
A direct  mailing  to  all  physicians  and  coaches  as  well 
as  nurses  throughout  the  State  will  be  made  in  the 
next  six  weeks. 

b.  Workshop  for  School  Health  Personnel:  This 
Committee  in  cooperation  with  Dr.  Rhodes  Haverty, 
Director  of  Allied  Health  Sciences  at  Georgia  State 
University,  and  hopefully  in  cooperation  with  other 
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agencies  throughout  the  State  and  Nation  proposes  to 
sponsor  a three-day  workshop  for  all  personnel  that 
are  involved  in  school  health.  This  would  include  the 
physicians,  the  school  health  nurses,  the  psychologists, 
the  social  workers,  the  public  health  nurses,  the  physi- 
cal therapists,  the  physical  educators,  the  dentists  and 
all  other  personnel  that  are  called  upon  to  share  in  the 
care  of  school  children.  It  is  hoped  that  this  work- 
shop can  be  held  in  the  Spring  of  1973  either  in  At- 
lanta or  Callaway  Gardens. 

c.  Medical  Readings:  The  School  Child  Health  Com- 
mittee has  subscribed  to  Medical  Readings,  Inc.  which 
is  based  on  the  screenings  and  selections  from  5,000 
medical  journals  and  which  supplies  timely  abstracts 
of  articles  that  relate  to  the  School  Child  Health.  In 
addition  to  a subscription  by  the  Committee,  the  Com- 
mittee plans  to  notify  the  190  separate  elementary 
and  secondary  school  districts  in  this  State  of  Georgia 
of  the  availability  of  this  service. 

d.  Dr.  Glenn  A.  Vergason,  chairman  of  the  De- 
partment of  Special  Education,  Georgia  State  Uni- 
versity, and  Dr.  Rhodes  Haverty,  also  of  Georgia 
State  University,  have  suggested  that  the  Committee 
undertake  the  preparation  of  information  regarding 
home  and  hospital  instruction  of  children  who  are  out 
of  school  due  to  certain  illnesses.  As  of  the  present 
time,  there  are  very  few  guidelines  that  dictate  when 
children  with  conditions  such  as  rheumatic  fever,  in- 
fectious hepatitis  and  infectious  mononucleosis  be  re- 
turned and  what  should  be  expected  of  these  children 
once  they  do  return  to  school,  what  restrictions  and 
limitations  should  be  given  to  them.  Understandably, 
this  is  a sizeable  undertaking  but  it  is  one  which  the 
Committee  plans  to  direct  its  attention  to  during  the 
next  year. 

RECOMMENDATIONS 

Professional  Standards  for  Athletic  Trainers:  This 
Committee  feels  that  athletic  trainers  have  achieved  a 
status  which  is  worthy  of  recognition  and  in  this  re- 
gard would  like  to  recommend  that  action  be  taken  by 
the  Medical  Association  of  Georgia  on  professional 
standards  for  athletic  trainers.  We  also  would  like  to 
recommend  that  a procedure  for  certification  of  ath- 
letic trainers  be  adopted  with  the  idea  that  legislation 
in  these  areas  may  proceed  according  to  appropriate 
lines. 

In  concluding,  the  Committee  would  like  to  en- 
courage each  member  of  the  Medical  Association  of 
Georgia  to  help  develop  the  integrated  relationships 
of  health  and  education.  There  can  be  no  question 
that  one  needs  to  be  educated  in  order  to  develop  and 
protect  one’s  health  and  one  needs  abundant  health 
to  make  full  use  of  one’s  education.  It  is  a reciprocal 
and  actual  relationship  that  deserves  the  attention  of 
every  physician  of  Georgia. 

REFERENCE  COMMITTEE  RECOMMENDATION 

— The  reference  committee  agrees  with  the  intent  of 
the  recommendation  on  page  5 of  this  report.  How- 
ever, we  have  heard  testimony  to  the  effect  that  es- 
tablishing standards  for  athletic  trainers  through  leg- 
islation might  be  less  than  desirable.  We  would  there- 
fore like  to  encourage  the  School  Child  Health  Com- 
mittee to  set  up  standards  for  athletic  trainers  that 
do  not  require  legislation. 


HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Committee  on  School  Child  Health  as 
amended  by  the  Reference  Committee. 

Resolution  72-2 

Combination  of  County  Society  Leadership  and 
New  Member  Indoctrination  Conference 
with  MAG  Annual  Session 

DeKalb  County  Medical  Society 

WHEREAS,  the  Medical  Association  of  Georgia’s 
Annual  County  Society  Leadership  Congress  and  New 
Member  Indoctrination  Conference  is  held  six  weeks 
following  the  date  that  most  county  society  officers  as- 
sume office,  and 

WHEREAS,  the  Conference  is  poorly  attended  in 
relation  to  the  effort  put  into  the  preparation  and  pre- 
sentation of  the  meeting;  therefore  be  it 

RESOLVED  that  the  MAG  Annual  County  Society 
Leadership  and  New  Member  Indoctrination  Confer- 
ence be  combined  with  the  MAG  Annual  Session,  and 
be  it 

EURTHER  RESOLVED  that  the  county  society 
officers  assume  office  at  the  MAG  meeting  in  order  to 
coincide  with  the  MAG  whose  officers  assume  their 
position  at  that  time. 

REFERENCE  COMMITTEE  RECOMMENDATION 

— Your  reference  committee  approves  the  intent  of 
this  resolution  but,  after  great  controversy  in  the  dis- 
cussion of  this  resolution,  disapproves  the  recom- 
mendations that  the  County  Society  Leadership  and 
New  Member  Indoctrination  Conference  be  com- 
bined with  the  MAG  Annual  Session,  and  that  the 
time  county  society  officers  assume  office  be  changed. 
Your  reference  committee  feels  that  this  meeting 
should  be  scheduled  for  late  fall,  prior  to  the  new 
county  society  officers’  installation.  We  would  like  to 
direct  the  attention  of  this  House  to  our  recommen- 
dations regarding  the  report  of  the  Second  Vice  Pres- 
ident, wherein  it  was  recommended  that  the  name  of 
the  conference  be  changed  to  “MAGNET,”  and  an 
invitation  to  attend  be  extended  to  all  members  of 
the  Medical  Association  of  Georgia. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  reference  committee. 

Chairman  Barron  then  thanked  the  members  of 
Reference  Committee  D for  their  time  and  efforts 
and  moved  the  adoption  of  the  reference  committee 
report  as  a whole.  On  motion  duly  made  and  sec- 
onded, this  was  adopted  by  the  House  of  Dele- 
gates. 

Report  of  Reference  Committee  F 
John  S.  Atwater,  M.D.,  Chairman 

Chairman  Atwater  reported  to  the  House  of 
Delegates  that  the  reports  and  resolutions  referred 
to  Reference  Committee  F had  been  considered  by 
the  Committee  which  met  at  9:00  a.m.,  in  the 
Azalea  Room,  Hilton  Hotel,  Macon,  Georgia,  on 
May  13,  1972.  Members  of  the  Committee  present 
included:  John  S.  Atwater,  M.D.,  Atlanta,  Chair- 
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man;  T.  A.  Sappington,  M.D.,  Thomaston,  Vice 
Chairman;  Charlotte  Neuberg,  M.D.,  Macon,  James 
H.  Manning,  M.D.,  Marietta  and  Roger  R.  Rowell, 
M.D.,  Decatur. 

Woman’s  Auxiliary  to  The  Medical  Association 
of  Georgia 

Mrs.  George  W.  Statham,  President 

“Accelerate  Awareness  into  Action”  was  the  theme 
of  the  Woman’s  Auxiliary  to  the  Medical  Association 
of  Georgia  for  1971-72.  County  auxiliaries  have  dis- 
played much  enthusiasm  in  developing  this  theme 
within  their  own  communities,  with  research  into 
needs,  and  plans  for  providing  those  needs  with  ac- 
tion programs. 

To  the  Medical  Association  of  Georgia  and  its  en- 
tire staff,  and  to  Dr.  F.  G.  Eldridge,  Chairman  of  the 
Advisory  Committee,  the  Auxiliary  wishes  to  express 
its  appreciation  for  all  the  help  and  support  it  received 
in  achieving  the  aims  and  goals  for  the  year. 

The  State  Auxiliary  is  made  up  of  37  component 
county  auxiliaries  with  a membership,  as  of  March  1, 
1972,  of  2,510  members.  The  total  program  included 
Health  Manpower,  AMA  Education  and  Research 
Foundation,  Legislation,  International  Health,  Health 
Education,  and  Community  Health  Action  Activities. 

In  the  area  of  Health  Manpower,  county  auxiliaries 
are  active  in  support  of  Health  Career  Clubs,  Junior 
Volunteers,  sponsorship  of  “Tour  and  See”  Days  in 
local  hospitals,  and  Traveling  Exhibits  set  up  in  schools, 
banks,  and  shopping  centers.  A Health  Careers  Li- 
brary, open  to  interested  students,  is  in  its  second 
year  of  operation.  Nursing  Scholarships  are  given  by 
many  county  auxiliaries. 

Because  72  per  cent  of  Georgia’s  physicians  are  con- 
centrated in  the  Metropolitan  Atlanta  area,  and  many 
rural  areas  are  without  a single  physician,  a survey 
has  been  undertaken  to  ascertain  the  advantages  and 
disadvantages  of  living  in  rural  areas,  and  to  alert 
counties  as  to  what  they  might  do  to  attract  physi- 
cians. 

Assistance  and  financial  aid  to  WA-SAMA  chap- 
ters were  given  to  help  with  their  projects.  Auxiliaries 
helped  in  gathering  information  on  Georgia’s  medical 
training  centers  for  the  National  Housing  Informa- 
tion System  for  interns  and  residents. 

The  William  R.  Dancy,  M.D.,  Student  Loan  Fund, 
supported  by  memorial  gifts  and  contributions,  is  now 
worth  over  $47,000.  Five  loans,  including  three  to 
black  students,  were  made  for  the  year  1971-72. 

Contributions  to  AMA-ERF  to  help  support  med- 
ical schools  and  provide  a Student  Loan  Guarantee 
Fund  have  an  estimated  total  of  $10,000,  with  many 
fund-raising  events  still  to  be  reported. 

The  Legislation  Committee  has  been  quite  active 
this  year,  with  participation  in  the  Georgia  Legis- 
lative Forums  and  Seminars.  Focus  on  GaMPAC, 
national  health  insurance  proposals,  and  Medi-Credit 
program  has  educated  auxiliary  members  to  become 
more  involved  in  the  political  arena.  (An  auxiliary 
member-at-large  has  been  elected  National  Demo- 
cratic Committee  Woman  for  Georgia.) 

Support  for  the  ship  Hope,  adoption  of  a Greek 
orphan,  the  making  and  shipping  of  Johnny  Coats  to 
a hospital  in  Ethiopia,  the  collecting  of  drug  samples 


and  other  medical  supplies,  entertainment  of  foreign 
doctors  and  their  wives,  were  some  of  the  Interna- 
tional Health  activities  for  the  year. 

Drug  Abuse,  Safety  Hazards,  Vision  and  Hearing 
Problems  and  Learning  Disabilities  have  provided 
fields  of  concern  for  many  auxiliaries. 

One  auxiliary  is  helping  to  set  up  and  maintain  a 
Drug  Abuse  Information  Center,  which  is  linked  by 
computer  to  the  National  Clearing  House  for  Drug 
Abuse  Information  in  Washington,  D.  C.  This  infor- 
mation is  available  to  anyone  in  Georgia  requiring  im- 
mediate information. 

Another  auxiliary  has  placed  a Drug  Abuse  File, 
containing  legal  and  medical  aspects  of  abuse,  in  each 
school  library  of  their  county.  This  auxiliary  also  ar- 
ranged a course  to  teach  school  counselors,  principals 
and  school  nurses  in  how  to  spot  drug  use  in  school. 

Operation  Dope-Stop  is  a continuation  of  a pro- 
gram by  one  auxiliary  to  stop  the  spread  of  drug 
abuse.  High  school  students  are  trained  for  talks  to 
grammar  school  students  on  the  subject,  “I  Don’t  Use 
Drugs,  And  Here’s  Why.” 

The  Green  Safety  Lady,  created  by  one  auxiliary, 
is  much  in  evidence  in  television  spots  shown  during 
children’s  shows.  Over  35  personal  appearances  have 
been  made  to  nursery  schools,  kindergartens  and  scout 
groups. 

A talking  doll  designed  to  teach  safety  to  children 
is  being  developed  with  the  world’s  largest  retailer 
committed  to  its  distribution.  Negotiations  with  a toy 
manufacturer  are  now  taking  place. 

An  intensive  training  course  on  Medical  Self-Help  is 
in  its  sixth  year  of  operation.  To  those  passing  the 
requirements.  Medical  Self-Help  and  Lirst-Aid  Cer- 
tificates are  awarded.  Security  guards  from  local  schools 
and  others  are  required  to  take  this  course.  The  local 
Academy  for  the  Blind  has  requested  a course  to  be 
taught  at  their  school. 

Other  outstanding  projects  encompass  Audio  and 
Visual  Screening  of  pre-school  children;  a Blood  As- 
surance Plan;  a Community  Health  Guide,  listing  the 
community’s  health-related  organizations  and  their  ser- 
vices; Cancer  Education  kits  and  pamphlets  placed  in 
two  library  bookmobiles  that  cover  seven  counties; 
VD  education  in  high  schools;  Formation  of  a Read- 
ing Foundation;  Physical  Fitness  Tests;  Planned  Fat- 
Low  Cholesterol  Diet  Classes;  and  a Pap  Smear  Pro- 
gram for  Rural  Women. 

It  is  hoped  that  each  doctor  who  reads  this  report 
will  congratulate  his  wife  for  her  part  on  the  team  that 
accelerated  awareness  into  action. 

As  their  President,  I wish  to  commend  those  con- 
cerned members  of  the  Woman’s  Auxiliary  to  the 
Medical  Association  of  Georgia  who  chose  not  to  be- 
come the  common  thread  making  up  the  texture  of  the 
cloth,  but  instead  chose  to  be  the  purple — ^“that  small 
and  shining  part  which  makes  the  rest  seem  fair  and 
beautiful.” 

RECOMMENDATIONS 

The  Woman’s  Auxiliary  to  the  Medical  Associa- 
tion of  Georgia  recommends  that: 

( 1 ) Auxiliary  dues  be  included  in  the  central  bill- 
ing of  physicians  by  MAG. 

(2)  County  medical  societies  with  membership  of 
10  or  more  encourage  their  wives  to  organize  county 
auxiliaries. 
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(3)  Pulse  Line  Editions  be  addressed  and  franked 
at  the  same  time  at  MAG  office  to  alleviate  the  trans- 
porting of  over  2,000  copies  to  several  destinations  be- 
fore the  final  mailing. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  the  ap- 
proval of  Recommendation  (1)  with  the  addition  of 
the  words  “when  feasible”  on  line  9,  so  that  the  rec- 
ommendation would  read  as  follows: 

“(1)  Auxiliary  dues  be  included  in  the  central  bill- 
ing of  physicians  by  MAG  when  feasible.” 

Your  committee  recommends  the  approval  of  Rec- 
ommendations (2)  and  (3)  indicated  in  lines  10-15. 
Your  committee  commends  the  Auxiliary  and  wishes 
to  express  their  thanks  for  their  great  contribution 
to  MAG  and  beg  for  their  continued  support. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Woman’s  Auxiliary  to  the  Medical  As- 
sociation of  Georgia  as  amended  by  the  reference 
committee. 

Woman’s  Auxiliary  Advisory  Committee 

F.  G.  Eldridge,  M.D.,  Chairman 

As  Chairman  of  the  Advisory  Committee  from 
MAG  to  the  Woman’s  Auxiliary,  it  has  been  my  plea- 
sure to  act  in  an  advisory  capacity  to  the  Woman’s 
Auxiliary  through  Mrs.  Frances  Statham,  President  of 
the  Auxiliary. 

Mrs  Statham  has  attended  all  of  the  Council  meet- 
ings and  several  other  MAG  committee  groups  during 
her  year  as  President. 

Membership  in  the  Auxiliary  continues  to  present  a 
problem;  however,  the  Membership  Committee  is  im- 
proving the  number  of  members  in  the  Auxiliary.  The 
Membership  Committee  is  assembling  a list  of  eligible 
members  and  every  effort  is  being  made  to  contact 
these  potential  members  and  enroll  them  in  the  Auxil- 
iary. 

RECOMMENDATION 

(1)  Last  year  Dr.  S.  W.  Clark,  Jr.,  made  a recom- 
mendation that  improvement  in  the  billing  of  Auxil- 
iary dues  be  accomplished  and  this  was  approved  by 
the  House  of  Delegates.  I would  like  to  recommend 
continued  effort  on  the  part  of  MAG  staff  to  accom- 
plish these  ends. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
the  report  with  commendation. 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Woman’s  Auxiliary  Advisory  Commit- 
tee as  recommended  by  the  reference  committee. 

At  this  point.  Chairman  Atwater,  Treasurer  of  the 
Medical  Association  of  Georgia,  called  upon  Dr.  T.  A. 
Sappington,  Vice  Chairman  of  Reference  Committee 
F,  to  deliver  the  report  of  the  committee  concerning 
the  Treasurer. 

Treasurer 

John  S.  Atwater,  M.D. 

It  has  been  the  privilege  of  this  Treasurer  to  serve 
the  Medical  Association  of  Georgia  in  this  capacity 
for  over  10  years,  having  initially  accepted  the  re- 
sponsibilities and  duties  on  January  1,  1962.  This  rep- 


resents my  final  report  to  the  Association  as  I do  not 
plan  to  offer  for  re-election. 

Much  has  transpired  through  the  years.  I should  like 
the  privilege  of  recounting  a few  changes  that  have 
taken  place.  Many  more  could  be  detailed. 

In  May,  1962,  the  Association  had  a net  worth  of 
$204,059.46.  In  the  audit  completed  May  31,  1971,  the 
net  worth  was  $606,569.76  and  should  have  increased 
further  when  the  audit  for  the  year  ending  May  31, 
1972,  is  presented. 

Dues  paying  members,  as  well  as  total  membership, 
have  increased  by  one  quarter.  During  most  of  this 
period,  dues  were  $40  per  annum.  With  the  greatly- 
increased  activities  of  the  Association,  the  broadening 
of  participation  in  health  related  spheres  and  the  con- 
current increase  in  funding  of  such  activities,  it  has 
been  necessary  and  prudent  to  utilize  the  concept  of 
deficit  financing  in  recent  years.  This  has  been  weath- 
ered, although  at  times  precariously,  by  returning  to 
the  coffers  monies  appropriated  for  committee  activ- 
ities but  unspent  at  the  end  of  the  year,  by  investing 
liquid  funds  available  until  needed  at  the  highest  rates 
of  interest  available  and  secure,  and  by  the  vigilance 
of  staff  members,  officers,  and  members  of  Council. 
In  this  way,  we  have  been  able  to  prevent  an  excess  of 
income  over  expenses  at  the  time  of  the  annual  audit 
even  though  at  times  the  margin  has  been  very  close. 

Since  the  Association  has  become  involved  in  con- 
tractural  agreements  with  the  Federal  Government, 
reasonably  satisfactory  reimbursement  procedures  have 
been  realized  utilizing  both  direct  and  indirect  cost 
computation  methods.  Much  credit  is  due  our  book- 
keeper, Miss  Thelma  Franklin,  and  the  above  proce- 
dures are  well  outlined  in  the  staff  report  of  our  Execu- 
tive Director,  Mr.  Edwin  F.  Smith,  in  July,  1971.  The 
Treasurer  recommends  this  material  as  must  reading 
for  any  members  seriously  interested  in  the  financial 
operations  of  the  Association. 

The  Treasurer  would  point  out  that  there  will  al- 
ways be  a difference  between  the  Summary-Compari- 
son of  Budgeted  and  Actual  Operation  and  the  auditor’s 
report  since  the  former  (Summary-Comparison)  is  on 
a cash  basis  whereas  the  Report  of  the  Audit  is  on  an 
accrual  basis. 

Lastly,  but  most  importantly,  the  Treasurer  wishes 
to  point  out  that  Miss  Thelma  Franklin,  our  book- 
keeper, is  retiring  from  that  position.  She  has  been  a 
Rock  of  Gibraltar,  has  given  unstintingly  of  her  time 
and  effort.  Her  knowledge  and  expertise  have  been  of 
inestimable  value.  Devotion  to  her  work,  really  the 
work  of  this  Association,  has  been  exemplary.  With- 
out exception,  she  has  had  a knowledgeable  account- 
ing of  any  query  that  the  Treasurer  might  have  had. 
The  Association  will  miss  her  and  as  Treasurer,  1 
should  like  to  pay  her  tribute  and  express  thanks  for 
a job  well  done. 

We  are  fortunate  in  obtaining  the  services  of  Mr. 
L.  B.  Storey  to  take  over  her  position  and  the  Treasurer 
wishes  him  the  greatest  success. 

RECOMMENDATIONS 

( 1 ) It  is  recommended  that  the  Staff'  Report  on 
Finance  System  and  Reporting  Forms  including  the 
Staff  Report  to  Council  on  Indirect  Cost  Computa- 
tion be  widely  disseminated  to  members  of  this  As- 
sociation through  whatever  communication  channels 
seem  best  to  the  Reference  Committee. 
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(2)  That  the  Association  appropriately  thank  Miss 
Thelma  Franklin  for  her  years  of  devoted  service. 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
the  Report  of  the  Treasurer  with  the  deletion  of  the 
word  “the”  and  the  substitution  of  the  words  “an  up- 
dated” on  line  28,  Recommendation  (1),  and  the  ad- 
dition on  line  31  of  the  words  “publication  in  the 
Journal  of  the  Medical  Association  of  Georgia”  and 
the  deletion  of  lines  32  and  33,  so  that  the  recom- 
mendation would  read  as  follows: 

“(1)  It  is  recommended  that  an  updated  Staff  Re- 
port on  Finance  System  and  Reporting  Forms  in- 
cluding the  Staff  Report  to  Council  on  Indirect  Cost 
Computation  be  widely  disseminated  to  the  members 
of  this  Association  through  the  publication  in  the 
Journal  of  the  Medical  Association  of  Georgia” 


Your  reference  committee  wishes  to  heartily  thank 
Dr.  John  S.  Atwater  for  his  10  years  of  devoted  ser- 
vice as  Treasurer  of  this  organization  (at  that  point, 
Dr.  Atwater  was  given  a standing  ovation  as  a token 
of  appreciation  for  his  service  to  MAG). 

HOUSE  OF  DELEGATES  ACTION— Adopted  the 
report  of  the  Treasurer  as  amended  by  the  reference 
committee. 

Supplemental  Report  72-5 
Budget  for  Fiscal  Year  1972-73 
C.  E.  Bohler,  M.D.,  Chairman 

The  attached  budget  for  fiscal  year  June  1,  1972- 
May  31,  1973  is  referred  to  the  House  of  Delegates  for 
endorsement. 


SUMMARY-COMP ARISON  OF  BUDGETED  & ACTUAL  OPERATIONS 

MEDICAL  ASSOCIATION  OF  GEORGIA 
Period  June  1,  1971  to  April  28,  1972 


Budget 

A dual 

[Over) 

’72-’73 

6/1/71 

6/1/71 

Under 

Proposed 

5/31/72 

4/ 28/ 72 

Budget 

Budget 

INCOME 

I.  (a)  MAG  Dues 

$126,000.00 

$323,960.00 

($197,960.00) 

$320,000.00 

(b)  Int.  & AMA  

9,500.00 

12,879.88 

(3,379.88) 

11,000.00 

(c)  GP  Service 

(d)  Additional  Dues 

3,250.00 

2,708.30 

280.00 

541.70 

(280.00) 

3,250.00 

(e)  Parking  

6,000.00 

7,699.56 

(1,699.56) 

6,000.00 

II.  ANNUAL  SESSION 

8,000.00 

5,100.00 

2,900.00 

7,000.00 

III.  JOURNAL 

IV.  RENT 

40,000.00 

37,928.40 

5,450.00 

2,071.60 

(5,450.00) 

46,000.00 

V.  CONTINGENT 

Trans,  from  Opr.  Cap 

March  Council  Add 

Dec.  Council  Add 

198,391.25 

6,302.13 

2,000.00 

198,391.25 

6,302.13 

2,000.00 

16,240.00 

TOTAL  INCOME  

, . . $399,443.38 

$396,006.14 

$ 3,437.24 

$409,490.00 

EXPENSES 

I.  (a)  Fixed  Allotments 

. $ 99,236.75 

$ 90,351.08 

$ 8,885.67 

$102,945.00 

(b)  Association  Office 

152,371.82 

127,652.22 

24,719.60 

158,220.00 

(c)  Association  Comm 

55,870.00 

23,709.77 

32,160.23 

61,645.00 

(d)  Related  MAG  Activ 

3,425.00 

2,425.00 

1,000.00 

3,925.00 

(e)  Exec.  Comm.  Dis.  Fund 

1,000.00 

217.84 

782.16 

1,000.00 

(f)  Contingent-Trans.  from  Opr.  Cap. 

18,302.13 

16,851.81 

1,450.32 

10,000.00 

11.  JOURNAL 

. $ 53,937.68 

$ 50,576.26 

$ 3,361.42 

$ 56,455.00 

III.  DEPRECIATION 

Building 

15,000.00 

15,000.00 

15,000.00 

Equipment 

300.00 

300.00 

300.00 

TOTAL  EXPENSES 

. $399,443.38 

$311,783.98 

$ 87,659.40 

$409,490.00 

LIQUID  FUNDS  AVAILABLE 


I.  C & S Checking  

...  $ 50,717.48 

C & S Certificates  

110,000.00 

(41/2  % ) 

Decatur  Federal 

200,000.00 

(5V2%) 

Includes  the  following  Restricted  Funds: 

Equipment  Depreciation  

1,242.79 

Building  Depreciation  

49,600.00 
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Budget 

Actual 

(Over) 

•72-’73 

6/1/71 

6/1/71 

Under 

Proposed 

5/31/72 

4/28/72 

Budget 

Budget 

FIXED  ALLOTMENTS 

Prin.  & Int.  on  Mort 

$ 54,495.00 

$ 49,953.75 

$ 4,541.25 

$ 54,495.00 

MAG  Atty.  Expenses 

700.00 

259.75 

440.25 

MAG  Retainers 

7,200.00 

6,750.00 

450.00 

14,000.00 

President’s  Honorarium  

^,400.00 

2,400.00 

2,400.00 

Annual  Audit  

2,500.00 

2,500.00 

2,700.00 

Taxes  

17,817.13 

17,817.13 

21,000.00 

Retirement  Contrib 

9,624.62 

9,045.15 

579.47 

3,600.00 

Retirement  Trust  Fee 

200.00 

200.00 

250.00 

Woman’s  Auxiliary 

4,300.00 

1,425.30 

2,874.70 

4,500.00 

TOTAL  FIXED 

. $ 99,^36.75 

$ 90,351.08 

$ 8,885.67 

$102,945.00 

ASSOCIATION  OFFICE 

Salaries  

$143,400.00 

$124,863.30 

$ 18,536.70 

$130,000.00 

Insurance  & Bonds  

9,000.00 

5,643.38 

3,356.62 

9,000.00 

Payroll  Tax 

6,551.82 

4,642.38 

1,909.44 

6,500.00 

Travel-President  

2,000.00 

1,207.12 

792.88 

3,000.00 

Travel-Pres.  Elect 

800.00 

653.00 

147.00 

1,200.00 

Travel-Past  Pres 

800.00 

800.00 

1,200.00 

Travel-Office  

Travel-Exec.  Comm 

Travel-Del.  & Sec.,  AMA 

6,000.00 

6,000.00 

11,750.00 

4,800.00 

Ann.  & Clinical  

4,000.00 

3,196.87 

803.13 

6,000.00 

Travel-Alt.  Delegates  

Macon  Office  Rent  

Maintenance 

3,500.00 

290.50 

3,209.50 

4.500.00 

1.440.00 

Building 

2,750.00 

2,019.86 

730.14 

2,750.00 

Equipment 

800.00 

870.74 

(70.74) 

1,000.00 

Tel.  & Tel 

4,500.00 

3,664.71 

835.29 

4,500.00 

Postage  

6,000.00 

4,679.38 

1,320.62 

7,000.00 

Office  Supplies  

6,000.00 

4,291.72 

1,708.78 

6,000.00 

Janitorial  Svc.,  Sup.  & Security 

8,800.00 

7,664.20 

1,135.80 

8,800.00 

Meetings  

2,000.00 

756.82 

1,243.18 

2,000.00 

Dues  & Subscript 

470.00 

310.00 

160.00 

580.00 

Electric,  Water,  Heat 

8,800.00 

8,738.16 

61.84 

10,000.00 

Sundry  

200.00 

144.96 

55.04 

200.00 

Equipment 

1,000.00 

1,000.00 

1,000.00 

$217,371.82 

$181,436.60 

$ 35,935.22 

$223,220.00 

Reimbursable  Expense  

65,000.00 

53,784.38 

11,215.62 

65,000.00 

ASSOCIATION  COMMITTEES 

Standing 

$152,371.82 

$127,652.22 

$ 24,719.60 

$158,220.00 

Annual  Session  

. . $ 16,350.00 

$ 8,974.48 

$ 7,375.52 

$ 17.535.00 

Emergency  Medical  Service 

700.00 

279.39 

420.61 

700.00 

Professional  Conduct  

Special 

590.00 

590.00 

590.00 

Awards  

280.00 

45.62 

234.38 

400.00 

Blood  Banks  

25.00 

25.00 

50.00 

Cancer 

500.00 

77.00 

423.00 

400.00 

Communications  

3,550.00 

2,709.08 

840.92 

4,750.00 

Ecological  Health  

600.00 

600.00 

700.00 

Education  

2,075.00 

863.13 

1,211.87 

3.000.00 

Government  Prog.  & Med.  Svc 

1,200.00 

255.86 

944.14 

1.500.00 

Historical 

50.00 

50.00 

50.00 

Insurance  & Economics  

1,400.00 

500.00 

900.00 

1.625.00 

Legislation 

Long  Range  Planning  

3,600.00 

3,600.00 

4.200.00 

3.000.00 

Maternal  & Infant  Welfare  

150.00 

54.40 

95.60 

150.00 

Medicine  & Religion 

50.00 

10.04 

39.96 

150.00 
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Budget 

Actual 

(Over) 

’72-’73 

6/1/71 

6/1/71 

Under 

Proposed 

5/31/72 

4/28/72 

Budget 

Budget 

Mental  Health 

600.00 

467.00 

133.00 

650.00 

Occupational  Health 

475.00 

434.44 

40.56 

275.00 

Peer  Review  

1,250.00 

117.00 

1,133.00 

750.00 

Physician-Lawyer  Liaison 

50.00 

50.00 

50.00 

Private  Practice 

50.00 

50.00 

50.00 

Quackery 

17,000.00 

1,313.17 

15,686.83 

16,000.00 

Rural  Health 

1,450.00 

872.87 

577.13 

1,520.00 

School  Child  Health 

2,000.00 

1,636.29 

363.71 

2,000.00 

Talmadge  Hospital  Liaison  

50.00 

Contribution  GaMPAC  

1,500.00 

1,500.00 

1,500.00 

Woman’s  Aux.  Adv.  (AMA-ERF)  . . . 

375.00 

$ 55,870.00 

$ 23,709.77 

$ 32,160.23 

$ 61,645.00 

(cl)  RELATED  MAG  ACTIVITIES 

AMA  Delegates  

. . $ 2,200.00 

$ 2,200.00 

$ 2,700.00 

Interprofessional  Council 

125.00 

125.00 

125.00 

SAMA 

500.00 

100.00 

400.00 

500.00 

SAMA-MAG  Annual  Session 

450.00 

450.00 

450.00 

SMEB 

150.00 

150.00 

150.00 

$ 3,425.00 

$ 2,425.00 

$ 1,000.00 

$ 3,925.00 

(e)  EXECUTIVE  COMMITTEE 

Discretionary  Fund 

. . $ 1,000.00 

$ 217.85 

$ 782.16 

$ 1,000.00 

(f)  CONTINGENT  FUND 

Transfer  from  Oper.  Cap 

10,000.00 

$ 10,000.00 

Dec.  Council  Addition 

2,000.00 

Mar.  Council  Addition 

6,302.13 

Past  President’s  Travel 

3.43 

Travel  Office  

3,165.98 

Legislative  Special 

4,993.09 

Legislation 

2,287.62 

AMA  Delegates  Meetings  

48.70 

Feasibility  Study 

2,651.06 

Taxes  

1,811.85 

Equipment 

276.49 

Southern  Governors  Conf 

1,500.00 

Walker’s  Campaign 

113.39 

$ 18,302.13 

$ 16,851.81 

$ 1,450.32 

$ 10,000.00 

JOURNAL 

Printing 

. . $ 38,325.00 

$ 37,093.94 

$ 1,231.06 

$ 40,000.00 

Salaries  

9,645.00 

8,612.87 

1,032.13 

10,200.00 

Insurance  

937.68 

469.15 

468.53 

905.00 

Payroll  Tax 

700.00 

534.44 

165.56 

750.00 

Engraving  & Cuts  

2,400.00 

2,101.28 

298.72 

2,500.00 

Postage  & Copyright 

1,500.00 

1,373.90 

126.10 

1,600.00 

Clipping  Service 

180.00 

174.82 

5.18 

200.00 

Addressograph  & Supplies  

200.00 

193.09 

6.91 

250.00 

Sundry  

50.00 

22.77 

27.23 

50.00 

$ 53,937.68 

$ 50,576.26 

$ 3,361.42 

$ 56,455.00 

REFERENCE  COMMITTEE  RECOMMENDATION 
— Your  reference  committee  recommends  approval  of 
the  Budget  with  the  following  changes  made  necessary 
by  the  inadvertent  omission  of  $530.00  in  the  budg- 
etary request  of  the  Education  Committee  and  ap- 
proved by  Council,  so  that  the  Budget  would  read  on 


Page  1,  Income,  Item  V,  $16,240.00,  and  Total  In- 
come be  changed  to  read  $409,490.00.  Under  Ex- 
penses, Item  I (c)  Association  Committees  be  changed 
to  $61,645.00,  and  that  Total  Expenses  be  changed  to 
$409,490.00.  On  page  3,  Special  Committees— Edu- 
cation be  changed  to  $3,000.00,  and  total  Committee 
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expenses  be  changed  to  $61,645.00,  Also  on  page  3, 
Association  Committees — Standing,  that  Emergency 
Medical  Service  Committee  be  changed  to  $700.00 
and  Professional  Conduct  Committee  be  changed  to 
$590.00  to  correct  transposition  in  typing. 

Your  reference  committee  recommends  the  follow- 
ing items  be  referred  to  the  Long  Range  Planning 
Committee  for  study  and  implementation.  These  items 
are  “to  define  the  functions  and  responsibility  of  the 
Finance  Committee,  to  consider  the  possibility  of  mak- 
ing the  Finance  Committee  Chairman  a member  of 
the  Long  Range  Planning  Committee,  to  consider  the 
possibility  of  making  the  Editor  of  the  Journal  of 
the  Medical  Association  of  Georgia  an  ex-officio  mem- 
ber of  the  Finance  Committee,  and  to  establish  the 
responsible  person  or  persons  for  the  investment  of 
liquid  funds.  As  was  obvious  from  the  testimony  given 
before  this  reference  committee.  Association  Com- 
mittee appointments  need  to  be  made  as  early  as  pos- 
sible in  the  year  so  that  budgetary  requests  may  be 
studied  earlier  and  in  greater  depth  by  the  Finance 
Committee.  Realizing  this  action  has  been  referred  al- 
ready to  the  Long  Range  Planning  Committee,  this 
reference  committee  would  like  to  recommend  that 
this  receive  high  priority  on  their  agenda. 

All  of  the  numerical  changes  recommended  by  the 
reference  committee  have  been  incorporated  in  the 
proposed  budget  printed  above. 

HOUSE  OF  DELEGATES  ACTION— Adopted 
Supplemental  Report  72-5  as  amended  by  the  refer- 
ence committee. 

Chairman  Atwater  then  thanked  the  members  of 
the  reference  committee  for  their  time  and  effort 
and  moved  that  the  committee  report  be  adopted 
as  a whole. 

Speaker  Rogers  then  announced  the  MAG  elec- 
tion returns  as  reported  by  Dr.  John  P.  Tucker  for 
the  Tellers  Committee.  The  election  results  were: 

President-Elect — C.  Emory  Bohler,  M.D.,  Brooklet 

Second  Vice  President — H.  Hilt  Hammett,  M.D.,  La- 
Grange 

Secretary — Earnest  C.  Atkins,  M.D.,  Decatur 

Treasurer — Carson  B.  Burgstiner,  M.D.,  Savannah 

AMA  Delegate — J.  Frank  Walker,  M.D.,  Atlanta 

AMA  Delegate — Preston  D.  Ellington,  M.D.,  Au- 
gusta 

AMA  Alternate  Delegate — J.  Daniel  Bateman,  M.D., 
Albany 

AMA  Alternate  Delegate — F.  William  Dowda,  M.D., 
Atlanta 

Vice  Speaker — J.  Rhodes  Haverty,  M.D.,  Atlanta 

The  Speaker  then  recognized  Delegate  Louis  H. 
Felder,  Atlanta,  for  the  puipose  of  presenting  a 
resolution  to  the  House  of  Delegates.  Dr.  Felder 
noted  that  copies  of  Resolution  72-10  had  previ- 
ously been  distributed  to  members  of  the  House,  and 
requested  that  the  Delegates  take  this  matter  back 
to  their  local  county  medical  societies  for  discussion 
and  consideration. 

At  this  point,  the  Speaker  reminded  Dr.  Felder 
that  resolutions  could  be  presented  to  the  House  on 
the  final  day  only  under  the  unanimous  consent 


Harrison  L.  Rog- 
ers, Jr.,  M.D., 
Speaker  of  the 
MAG  House  of 
Delegates. 


rule.  The  Speaker  then  asked  if  there  was  objec- 
tion to  the  presentation  of  this  resolution,  and  hear- 
ing no  objection,  declared  unanimous  consent  to 
have  been  given. 


Resolution  72-10 
Access  to  Health  Care 

Louis  H.  Felder,  M.D. 

WHEREAS,  the  MAG  is  acutely  aware  of  the  eco- 
nomic unfeasibility  of  National  Health  Insurance  to 
the  American  taxpayer,  and 

WHEREAS,  the  most  destructive  feature  of  Na- 
tional Health  Insurance  is  the  loss  of  autonomy  of  the 
patient  and  the  physician  in  the  development  of  a 
mutually  dependent  interpersonal  relationship, 

NOW  THEREFORE  BE  IT  RESOLVED  THAT, 
MAG  immediately  publicize  through  every  newspaper 
in  the  State,  as  well  as  such  other  media  as  may  be 
feasible,  that  it  will 

(a)  Identify  the  people  of  this  State  who  do  not 
have  access  to  adequate  medical  care,  and 

(b)  It  will  see  to  it  that  they  have  access  to  such 
adequate  medical  care  as  they  need  and  will  accept. 

(c)  That  MAG  will  request  only  such  funds  from 
the  State  and  Federal  Governments  as  may  actually 
be  needed  to  implement  these  functions. 

(d)  Keep  the  public  continually  informed  thru  the 
news  media  as  to  the  nature  of  its  efforts,  the  extent 
of  its  successes,  the  reasons  for  the  temporary  ob- 
structions and  delays  and  the  cost  of  its  program. 

(e)  Will  encourage  every  other  State  Medical  As- 
sociation to  immediately  do  likewise. 

HOUSE  OF  DELEGATES  ACTION— Following 
discussion.  Delegate  J.  Rhodes  Havertj'  moved  that 
resolution  72-10  be  referred  to  the  Council.  This  mo- 
tion was  approved  by  the  House. 
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Delegate  Menard  Ihnen,  Augusta,  was  recognized 
and  moved  that  the  House  give  Speaker  Rogers  a 
rising  vote  of  confidence  and  an  expression  of  its 
appreciation  for  the  splendid  job  he  has  done  in 
performing  the  duties  of  Speaker. 

The  Speaker  called  for  new  business,  and  there 
being  none,  he  then  thanked  all  members  of  refer- 
ence committees  for  their  diligent  work,  members 


of  the  MAG  Headquarters  Staff  for  their  assistance, 
and  entertained  a motion  for  adjournment  for  the 
Second  Session  for  the  MAG  House  of  Delegates. 
On  motion  duly  made  and  seconded  the  House  was 
adjourned  and  the  meeting  turned  back  over  to 
President  Mitchell  for  the  continuation  of  the  Sec- 
ond General  Business  Session  of  the  MAG  General 
Session. 


MAG  Second  General  Session  (Reconvened) 


118th  Annual  Session  of  the  Medical  Association  of  Georgia 


Sunday  May  14,  1972 


P RESIDENT  Mitchell  then  reconvened  the  Sec- 
ond Session  of  the  118th  Annual  Session  of  the 
Medical  Association  of  Georgia  and  expressed  his 
appreciation  to  Dr.  Harrison  Rogers  and  Dr.  Preston 
Ellington  for  their  efficient  handling  of  the  business 
of  the  House  of  Delegates. 

Dr.  Mitchell  then  called  for  the  drawing  of  the 
exhibit  attendance  prize  and  asked  Mrs.  Jackie  Burg- 
stiner  to  assist  in  the  drawing.  He  then  announced 
the  winner,  Dr.  Cecil  A.  White,  of  Augusta,  and 
Dr.  White  was  presented  with  a portable  tele- 
vision set  as  the  exhibit  attendance  prize. 

Installation  of  Officers 

President  Mitchell  then  asked  the  incoming 
President,  the  officers,  the  AMA  Delegates  and  Al- 
ternates, the  Councilors  and  the  Vice  Councilors, 
to  please  assemble  in  front  of  the  speaker’s  plat- 
form for  the  installation  of  officers  as  follows : 

President — F.  William  Dowda,  Atlanta  (1973) 

President-Elect — C.  Emory  Bohler,  Brooklet  (1973) 

Immediate  Past  President — W.  C.  Mitchell,  Smyrna 
(1973) 

First  Vice  President — Braswell  E.  Collins,  Macon 
(1973) 

Second  Vice  President — H.  Hilt  Hammett,  La- 
Grange  (1973) 

Secretary — Earnest  C.  Atkins,  Decatur  (1972-75) 

Treasurer — Carson  B.  Burgstiner,  Savannah  (1972- 
75) 

Vice  Speaker — J.  Rhodes  Haverty,  Atlanta  (1972- 
75) 

Second  District  Vice  Councilor — Frank  R.  Miller, 
Thomasville  (1973) 


Sixth  District  Councilor — W.  E.  Barron,  Newnan 
(1974) 

Sixth  District  Vice  Councilor — Norman  P.  Gardner, 
T homaston  (1974) 

Ninth  District  Councilor — Paul  T.  Scoggins,  Com- 
merce (1975) 

Ninth  District  Vice  Councilor — Robert  S.  Tether, 
Gainesville  (1975) 

Tenth  District  Councilor — Edwin  W.  Allen,  Jr., 
Milledgeville  (1975) 

Tenth  District  Vice  Councilor — M.  A.  Hubert,  Ath- 
ens (1975) 

Cobb  County  Medical  Society  Councilor — Remer 
Y.  Clark,  Jr.,  Marietta  (1975) 


Outgoing  President  W.  C.  Mitchell,  M.D.  (1.)  with  his 
successor,  F.  W.  Dowda,  M.D. 
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Cobb  County  Medical  Society  Vice  Councilor — 
Charles  R.  Underwood,  Marietta  (1975) 

DeKalb  County  Medical  Society  Councilor — L.  C. 
Buchanan,  Decatur  (1975) 

DeKalb  County  Medical  Society  Vice  Councilor — 
Luther  M.  Vinton,  Jr.,  Avondale  Estates  (1975) 

Medical  Association  of  Atlanta  Councilor — Flem- 
ing L.  Jolley,  Atlanta  (1975) 

Medical  Association  of  Atlanta  Vice  Councilor — 
Thomas  J.  Anderson,  Atlanta  (1975) 

Richmond  County  Medical  Society  Councilor — Ron- 
ald F.  Galloway,  Augusta  (1975) 

Richmond  County  Medical  Society  Vice  Councilor 
— Henry  D.  Scoggins,  Augusta  (1975) 

AMA  Delegate — J.  Frank  Walker,  Atlanta  (Jan- 
uary 1,  1973  to  December  31,  1974) 

AMA  Delegate — Preston  D.  Ellington,  Augusta 
(January  1,  1973  to  December  31,  1974) 

AMA  Alternate  Delegate — J.  Daniel  Bateman,  Al- 
bany (January  1,  1973  to  December  31,  1974) 

AMA  Alternate  Delegate — F.  William  Dowda,  At- 
lanta (January  1,  1973  to  December  31,  1974) 

President  Mitchell  administered  the  oath  of  of- 
fice to  the  assembled  new  officers  of  MAG  and  de- 
clared each  of  these  new  officers  duly  installed.  Dr. 


Mitchell  then  turned  the  gavel  of  leadership  over  to 
Incoming  President  F.  William  Dowda,  who  ex- 
pressed his  appreciation  to  those  present  for  the 
honor  of  being  selected  President  for  1972-73. 
President  Dowda  then  presented  to  outgoing  Presi- 
dent Mitchell  the  President’s  Key  and  a bound 
volume  containing  the  issues  of  the  Journal  of  the 
Medical  Association  of  Georgia  published  during 
Dr.  Mitchell’s  term  as  President. 

President  Dowda  then  announced  that  the  new 
MAG  Council  and  Executive  Committee  would  hold 
their  organizational  meetings  immediately  and  enter- 
tained a motion  for  adjournment  of  the  118th  An- 
nual Session.  The  house  adjourned  at  12:05  p.m. 


Official  Attendance  at  the  118th  Annual  Session  was: 

577 

Members 

115 

Guest  M.D.s 

83 

Other  Guests 

285 

Woman’s  Auxiliary 

177 

Exhibitors 

1,237 

TOTAL  REGISTRATION 

MAG  PERSONNEL  CHANGES 


Mr.  James  Mincy  Moffett  has  been  appointed  Execu- 
tive Director  of  the  Medical  Association  of  Georgia, 
effective  May  15,  1972. 

Employed  as  Assistant  Executive  Director  of  MAG 
since  1961,  Mr.  Moffett  was  born  in  Dublin,  Ga.  Upon 
graduation  from  the  University  of  Georgia  and  com- 
pletion of  military  service,  he  assumed  the  position  of 
secretary  to  the  Hon.  James  C.  Davis,  Member  of 
Congress  representing  the  Eifth  Congressional  District, 
Ga. 

During  his  years  of  service  to  MAG,  Mr.  Moffett 
has  proven  himself  to  be  extremely  valuable  as  “our 
man  at  the  Capitol,”  and  especially  in  his  efforts  to 
protect  and  improve  organized  medicine  in  Georgia. 

Married  to  the  former  Ann  Charlotte  Stevens  of 
Columbus,  Ga.,  the  Moffetts  have  two  sons;  James 
Mincy,  Jr.,  and  Randolph  Rutherford. 

Mr.  A.  R.  Jablonowski,  formerly  Assistant  Director, 
Health  Planning,  has  been  promoted  to  the  position  of 
Associate  Director.  This  appointment  was  effective  May 
15. 

We  would  also  like  to  take  this  opportunity  to  of- 
ficially introduce  Mr.  L.  B.  Storey,  Jr.,  Assistant  Di- 
rector, Business  and  Einance. 

Born  in  Macon,  Ga.,  Mr.  Storey  was  graduated 
from  Eulton  High  School  in  Atlanta  and  the  Draug- 
hon  School  of  Commerce.  He  also  attended  Georgia 


State  College,  leaving  there  to  serve  in  the  Army  Air 
Eorce  as  a meteorologist  with  the  rank  of  sergeant. 

He  comes  to  us  from  the  Medical  Association  of  At- 
lanta, where  he  had  been  employed  for  the  last  three 
years. 

Mr.  Storey  is  a member  of  the  Eirst  Baptist  Church 
of  Hapeville,  where  he  teaches  a men's  Sunday  School 
class.  He  and  his  wife,  Mary,  live  at  3343  Northside 
Dr.,  Hapeville,  Ga. 


Ml-.  L.  B.  Storey,  Jr.,  Assistant  Director,  Business  and 
Finance. 
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EDITORIALS 


Charles  Emory  Bohler, 

MAG  President-Elect 

(Charles  Emory  Bohler,  a Family  Practitioner  from  Brooklet,  Ga.,  was  in- 
Stalled  as  President-Elect  of  the  Medical  Association  of  Georgia  at  the  Association’s 
1 18th  Annual  Session  at  the  Macon  Hilton  Hotel,  Macon,  May  11-14. 

Dr.  Bohler,  born  in  Statesboro,  Ga.,  in  1924,  was  graduated  from  the  Medical 
College  of  Georgia  in  1954,  and  interned  at  the  Columbia  Hospital  of  Richland 
County,  Columbia,  S.  C.  He  has  practiced  in  Brooklet  since  1956. 

A member  of  the  Brooklet  United  Methodist  Church,  Dr.  Bohler  is  also  a mem- 
ber and  past  president  of  the  Kiwanis,  and  is  an  avid  booster  of  Brooklet’s  high 
school  band  and  football  team.  His  hobbies  are  fishing  and  hunting. 

Married  to  the  former  Billie  Jean  Parker,  the  Bohlers  have  four  children:  daugh- 
ters Rene,  19  and  Ellen,  16;  sons  Matt,  14  and  Tim,  12. 


Highlights  of  the  1972  MAG 
Annual  Session 

J.  HE  118th  Annual  Session  of  the  Medical  Association  of  Georgia  was  held  in 
Macon,  May  11-14,  1972.  Over  1,200  registered  including  physicians  from  aU  parts 
of  the  state,  local  and  national  exhibitors  and  guests. 

The  tennis  and  golf  tournaments,  as  well  as  the  third  annual  MAG  Art  Show, 
provided  members  and  their  families  an  opportunity  to  show  their  athletic  and 
artistic  skills. 

Most  of  the  specialty  societies  met  during  the  Annual  Session,  presenting  exten- 
sive scientific  programs.  In  addition,  special  programs  included:  a most  thought- 
provoking  presentation  by  Dr.  H.  E.  Godfrey  of  Manchester,  England,  concerning 
the  danger  that  threatens  American  medicine  in  the  form  of  socialized  medicine; 
a panel  discussion,  “Health  Care  Delivery  Systems,  Past,  Present  and  Future”;  and  a 
three-topic  panel  on  “Management  of  Syphilis  and  Gonorrhea,”  “Sex  in  Schools” 
and  “Dynamics  of  Violence.” 

The  MAG  House  of  Delegates  met  in  conjunction  with  the  Annual  Session  and 
considered  numerous  reports  and  resolutions,  some  of  which  are  detailed  herein. 
A detailed  report  of  each  proposal  presented,  the  subsequent  recommendation  of 
the  Reference  Committee  to  which  it  was  referred  and  the  final  action  taken  by  the 
House  appears  elsewhere  in  this  issue. 

Election  of  Treasurer 

The  House  adopted  the  recommended  changes  in  the  Constitution  and  Bylaws 
to  allow  for  the  election  of  a Treasurer  who  shall  serve  as  a voting  member  of 
Executive  Committee  and  Council,  shall  serve  three-year  terms  of  office  and  shall 
be  eligible  to  succeed  himself  for  one  term. 
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EDITORIALS  / Continued 


Quackery 

The  House  approved  the  report  of  the  Committee  on  Quackery,  reiterating  that 
Chiropractic  remains  the  overriding  quackery  problem  in  Georgia  and  that  effec- 
tively controlling  Chiropractic  remains  as  a major  objective  with  high  priority.  It 
also  recommended  that  at  the  appropriate  time  legislation  to  curb  the  activities  of 
Chiropractors  be  sponsored  with  aggressive  support  from  all  sections  of  the  pro- 
fession. 

Zero  Population  Growth 

Adopting  the  Report  of  the  Maternal  and  Infant  Welfare  Committee  as  amend- 
ed by  the  Reference  Committee,  the  House  recommended  that;  MAG  members 
participate  more  fully  in  the  state’s  Family  Planning  Program;  MAG  assist  in  edu- 
cating the  public  as  to  the  availability  of  prenatal,  delivery  and  post  partum  care, 
pediatric  care  and  family  planning;  MAG  foster  the  concept  of  a zero  rate  popu- 
lation growth. 

Osteopathic  Membership 

The  House  adopted  the  report  of  the  Reference  Committee  recommending  dis- 
approval of  allowing  osteopaths  membership  in  MAG  but  did  approve  the  estab- 
lishment of  a liaison  committee  to  the  Georgia  Osteopathic  Association  to  further 
explore  the  possibilities  of  MAG  membership  for  osteopaths  with  full  practice  li- 
censes. 

Podiatry 

Due  to  a ruling  made  by  the  state’s  attorney  general  which  allowed  podiatrists 
to  be  included  under  the  definition  of  Doctors  of  Medicine,  a resolution  was  in- 
troduced and  adopted  by  the  House  to  contest  and  challenge  this  ruling  in  order  to 
protect  the  public  from  inadequately  trained  and  uncontrolled  individuals. 

Third  Party  Interference 

The  House  adopted  a resolution  to  investigate  insurance  companies  which 
provide  policies  under  which  payment  of  local  expenses,  court  costs  and  penalties 
are  made  in  behalf  of  policyholders  in  cases  where  physicians  seek  to  recover 
legitimate  fees  from  delinquent  patients. 

Decentralized  Medical  Education 

The  concept  of  decentralized  medical  education  was  approved  by  the  House. 
County  medical  societies  were  encouraged  to  assist  in  the  development  of  “satellite 
centers  of  medical  education”  that  would  involve  in  some  way  all  of  the  hospitals 
in  an  area,  which  wished  to  participate. 

Continuing  Education 

The  House  adopted  the  recommendation  of  the  Education  Committee  which 
sought  to  establish  the  MAG  as  the  responsible  accrediting  agency  for  local  post- 
graduate programs  for  continuing  education  as  urged  by  the  AMA. 

However,  based  on  extended  discussion  before  the  reference  committee,  the 
House  approved  the  reference  committee  report  to  not  endorse  the  imposing  of  a 
continuing  education  requirement  as  a requisite  for  maintaining  active  member- 
ship in  MAG. 

Disciplinary  Procedures 

Registering  concern  for  the  public  and  physicians  who  serve  on  review'  commit- 
tees, the  House  approved  the  report  of  the  reference  committee  to  urge  the  state 
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legislature  to  amend  the  laws  of  Georgia  in  order  to  provide  adequate  and  effective 
self-disciplinary  procedures  for  the  protection  of  the  public  from  unfit  practitioners. 
Also,  it  voted  to  encourage  legislation  that  would  provide  immunity  from  litiga- 
tion to  physicians  serving  on  review  committees  and  laws  to  prevent  exposure  of 
records  of  such  review  committees. 

Labeling  of  Medications 

The  House  approved  a recommendation  directing  MAG’s  Council  to  establish  a 
program  of  information  directed  to  all  physicians  and  pharmacists  concerning  the 
need  for  labeling  of  medications  in  our  mobile  society  today. 

Georgia  Medical  Care  Foundation 

The  House  adopted  the  reference  committee  report  to  disapprove  a resolution 
disassociating  the  Georgia  Medical  Care  Foundation  from  the  Medical  Association 
of  Georgia.  The  Foundation  was  commended  for  its  accomplishments  to  date  and 
urged  to  improve  its  operations,  procedures  and  communication  efforts  by  having 
Foundation  representatives  meet  with  county  medical  societies.  The  House  also 
recommended  that  the  Foundation  submit  to  it  a detailed  annual  activities  report. 

Socio-Economics  Seminar 

A good  deal  of  support  was  voiced  in  discussions  concerning  the  Socio-Economics 
Seminar  and  the  House  approved  the  institution  of  such  a Seminar  on  the  Socio- 
Economics  of  Medical  Practice  in  Atlanta  and  Augusta  for  medical  students,  in- 
terns, residents  and  their  wives  in  an  effort  to  bring  these  individuals  closer  to  or- 
ganized medicine  as  they  enter  practice. 

EMCRO 

The  House  of  Delegates  endorsed  the  Association’s  application  for  an  Experi- 
mental Medical  Care  Review  Organization  with  some  reservations  concerning  its 
ultimate  purpose  and  the  use  to  which  its  findings  might  be  put.  An  additional  re- 
quirement imposed  by  the  House  was  that  before  the  EMCRO  became  an  opera- 
tional program  the  approval  of  the  House  be  obtained. 

MAGNET 

The  House  approved  the  changing  of  the  name  of  the  Annual  County  Society 
Officers’  and  New  Members  Conference  to  Medical  Association  of  Georgia  New  Ed- 
ucational Training.  Also  approved  was  the  opening  of  this  Conference  to  all  MAG 
members,  especially  new  members  and  officers. 

Burns  Center 

Approval  was  given  by  the  House  to  the  recommendation  of  the  Emergency 
Medical  Service  Committee  that  the  MAG  support  efforts  to  establish  a statewide 
Burns  Center  located  at  the  Medical  College  of  Georgia. 

Professional  Standards  for  Athletic  Trainers 

Action  taken  by  the  House  on  the  report  of  the  School  Child  Health  Committee 
included  encouraging  the  Committee  to  set  up  standards,  not  requiring  legislation, 
for  athletic  trainers. 

Woman’s  Auxiliary 

The  House  voted  to  commend  the  Auxiliary  and  expressed  its  thanks  for  their 
great  contribution  to  MAG.  The  Auxiliary  was  asked  to  consider  taking  respon- 
sibility for  the  Health  Careers  Council  of  Georgia.  Also  approved  was  a recom- 
mendation that  county  medical  societies  with  membership  of  10  or  more  encourage 
their  wives  to  organize  county  auxiliaries. 
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Access  to  Health  Care 

The  House  gave  unanimous  consent  to  the  introduction  of  a resolution  concern- 
ing access  to  health  care  during  its  second  session.  This  resolution,  referred  by  the 
House  to  Council  for  study,  proposed  that  MAG  identify  those  Georgians  who  do 
not  have  access  to  adequate  medical  care  and  see  to  it  that  they  have  access  to  it, 
with  a request  for  state  and  federal  financial  support  as  necessary  for  implementa- 
tion of  the  project  and  with  wide  public  dissemination  of  information  about 
MAG’s  efforts. 

Awards  Presented 

Thomas  N.  Lumsden,  M.D.,  Clarkesville,  was  selected  as  recipient  of  the  1972 
Family  Physician  of  the  Year  Award;  Edwin  W.  Allen,  Sr.,  M.D.,  Milledgeville, 
was  presented  with  the  Distinguished  Service  Award;  William  E.  Lewis,  M.D., 
Macon,  received  the  Civic  Endeavor  Award. 

Scientific  Exhibit  Awards  were  presented  as  follows:  First  Place,  “Examina- 
tion of  the  Hand,”  by  James  L.  Becton,  M.D.,  and  Joe  D.  Christian,  M.D.,  Augusta, 
Georgia;  Second  Place,  “Case  Vignettes  From  a Community  Hospital,”  Department 
of  Pathology,  Medical  Center  of  Central  Georgia,  Macon,  Georgia;  Third  Place, 
“Middle  Georgia  Council  on  Drugs,”  Robert  Donner,  M.D.,  President  of  the  Coun- 
cil, sponsored  by  the  Bibb  County  Medical  Society,  Macon,  Georgia. 

The  following  GaMPAC  Awards  were  presented:  Highest  Percentage  of 
GaMPAC  Membership  in  a County  Medical  Society — Ogeechee  River  Medical  So- 
ciety; Highest  Percentage  of  GaMPAC  Membership  in  a Congressional  District- 
Fourth  District;  Largest  Total  Dollar  Contribution  to  GaMPAC — Medical  Associa- 
tion of  Atlanta. 


Officers 

MAG  officers  elected  and/or  installed  for  the  1972-73  Association  year  were: 
F.  William  Dowda,  M.D.,  Atlanta,  President;  C.  Emory  Bohler,  M.D.,  Brooklet, 
President  Elect;  Braswell  E.  Collins,  M.D.,  Macon,  First  Vice  President;  H.  Hilt 
Hammett,  Jr.,  M.D.,  LaGrange,  Second  Vice  President;  Earnest  C.  Atkins,  M.D., 
Decatur,  Secretary;  Carson  B.  Burgstiner,  M.D.,  Savannah,  Treasurer;  J.  Rhodes 
Haverty,  M.D.,  Atlanta,  Vice  Speaker;  J.  Frank  Walker,  M.D.,  Atlanta  and  Preston 
D.  Ellington,  M.D.,  Augusta,  AMA  Delegates;  J.  Daniel  Bateman,  M.D.,  Albany, 
and  F.  William  Dowda,  M.D.,  Atlanta,  AMA  Alternate  Delegates. 

Future  Anuual  Session  Meeting  Sites 

Future  sites  of  MAG  Annual  Sessions  were  announced  as  follows:  Augusta, 
1973;  Savannah,  1974;  Atlanta,  1975;  Jekyll  Island,  1976;  Macon,  1977;  Augusta, 
1978;  Savannah,  1979;  Atlanta,  1980. 


Tumor  Conference — South  Fulton  Hospital 
9 A.M.  TO  1 P.M.  — JULY  8,  1972 

Luther  Brady,  M.D.,  Hahnemann  Medical  College,  Philadelphia: 
“External  Radiation  Therapy.” 

Irving  Ariel,  M.D.,  Pack,  New  York:  “Internal  Radiation  Therapy.” 

Andrew  Gage,  M.D.,  USVA  Hospital,  New  York,  N.Y. : 
“Cryosurgery  in  Cancer.” 
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YOUR  MEDICAL  ASSOCIATION  AND  THE 
WAGE  PRICE  FREEZE 

MERiCAN  MEDICINE,  which  I feel  has  taken  such  magnificent  care  of  the  medi- 
cal needs  of  the  people  in  this  country  over  a period  of  many,  many  decades,  has 
become  the  whipping  boy  over  the  last  12  years  of  politicians  trying  to  make 
Brownie  points  with  their  constituents.  These  politicians  have  variously  concocted 
the  following  falsehoods,  which  I shall  have  an  opportunity  to  discuss  with  you 
during  the  coming  year.  These  popular  fallacies  are  ( 1 ) that  there  is  a serious 
doctor  shortage  in  this  country  (which  I contend  there  is  not),  and  (2)  that  there 
is  a serious  lack  of  medical  skill  amongst  the  practitioners  of  this  country  (which 
again  I contend  there  is  not).  Number  three,  serious  doubt  has  been  cast  upon 
the  honesty  and  integrity  of  a majority  of  the  physicians  and  I consider  that  this 
doubt  is  a slanderous  falsehood;  (4)  that  the  physicians  are  responsible  for  the 
economic  plight  of  the  country  in  the  field  of  medical  care. 

This  supposition,  actually,  has  eventuated  in  a series  of  unreasonable  decisions 
which  are  most  unfortunate  and  inexplicable.  For  a period  of  four  decades — that 
period  of  time  since  the  great  depression — America  has  desperately  been  trying 
to  spend  itself  into  the  poorhouse  and  has  practiced  the  economics  of  taxation  by 
inflation  throughout  this  entire  period  of  time.  The  temporary  adherence  of  such 
a policy  provided  a very  necessary  shot  in  the  arm  to  our  economic  situation  back 
in  the  1930’s,  during  which  time  I had  the  pleasure  of  being  a child,  but  has  led 
us  almost  to  the  brink  of  economic  disaster.  We  probably  in  this  country  now  have 
the  most  highly  paid  and  the  most  poorly  motivated  working  force  of  any  country 
in  the  world.  We  have,  because  of  this  very  problem,  almost  priced  ourselves  out 
of  the  world  market  and  were  rapidly  pricing  ourselves  out  of  the  market  at  home 
when  President  Nixon  took  affirmative  action  in  this  direction.  I certainly  heartily 
concur  with  the  necessity  of  all  of  these  economic  measures,  including  the  wage- 
price  control. 

The  Board  has,  however,  over  a period  of  months  made  three  decisions  that  are 
intolerable  and  which  your  Medical  Association  has  formally  requested  an  audience 
with  the  Board  in  order  to  lodge  a protest.  I think,  if  the  protest  is  ineffectual,  that 
we  should  indeed  sue  the  legality  of  the  President’s  action,  although  I am  in  basic 
sympathy  with  some  continued  wage-price  controls,  if  they  are  reasonably  and 
equitably  applied  for  probably  the  next  12  months. 

These  decisions  have  been  ( 1 ) not  to  allow  physicians  the  same  increase  in 
their  fees  that  is  allowed  other  income  producers.  For  example,  the  nurse  in  your 
office  may  receive  a 5 Vi  per  cent  increase  in  her  income,  but  this  is  not  permis- 
sible in  your  circumstances.  A 2V^  per  cent  increase  is  permissible  when  justified 
by  expenditures,  but  only  when  justified  by  expenditures. 

Number  two  is  that  in  Medicare  and  Medicaid,  instead  of  allowing  usual  in- 
crease to  occur,  the  Wage-Price  Board  has  ruled  that  the  only  increase  that  can 
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occur  in  these  two  programs  is  IVz  per  cent  of  the  sereen  whieh  was  in  operation 
in  November  of  1971,  whieh  means  that  we  are  still  operating  a year-and-a-half 
behind  in  our  fees  for  these  two  programs.  At  the  end  of  this  year,  we  will  be 
operating  two-and-a-half  years  behind. 

The  third  and  most  unfair  part  of  this  indicates  the  government’s  prejudice 
against  the  private  practicing  physician  as  expressed  by  this  panel  and  that  is  the 
allowance  of  institutional  providers  to  hire  physicians  to  raise  these  physicians’ 
income  by  SVi  per  cent  and  pass  the  cost  on,  which  the  private  practicing  physician 
is  not  allowed  to  do.  I do  hereby  publicly  and  formally  protest  these  actions  and 
have  written  to  Washington  for  a hearing.  You  may  rest  assured  that  during  the 
coming  12  months  we  will  continue  to  fight  this  to  the  best  of  our  ability. 


F.  W.  Dowda,  M.D. 

President,  Medical  Association  of  Ga. 


HIGHLIGHTS  OF  EXECUTIVE  COMMITTEE  OF  COUNCIL 

Sunday,  April  16,  1972 


Finance:  Approved  the  expenditure  of  $26.00  with- 
in the  Budget  of  the  Committee  on  Insurance  and 
Economics  for  the  printing  of  cards  to  post  in  MAG 
Members’  offices  regarding  fee  list  availability. 

Board  of  Human  Resources:  Voted  that  Drs.  El- 
dridge,  Rogers,  Buchanan,  Haverty,  and  Wells  should 
again  represent  MAG  at  a meeting  of  the  Nominat- 
ing Commission,  April  29.  Approved  an  all  member 
mailing  from  MAG  representatives  on  the  Nominating 
Commission  to  report  on  their  activity. 

Foundation:  Reviewed  Foundation  finances  and,  on 
learning  that  the  Medicaid  Contract  would  be  amend- 
ed to  pay  for  the  month  of  January  previously  lost, 
suggested  that  the  Foundation  Board  consider  reim- 
bursing MAG  the  amount  owed  at  this  time. 

Headquarters  Building  Expansion:  Instructed  staff 
to  arrange  for  a progress  report  to  the  House  of  Dele- 
gates by  the  architects. 


Legal  Counsel:  Recognized  the  potential  for  a Reso- 
lution on  changing  MAG’s  Legal  Counsel,  and  antici- 
pating therefore  that  Alston,  Miller  and  Gaines  would 
resign,  authorized  Secretary  Haverty  to  contact  them 
and  then  appointed  Drs.  Haverty,  Robert  Wells  and 
J.  Frank  Walker  as  a Legal  Counsel  Liaison  Com- 
mittee to  seek  a new  firm  if  necessary. 

Committees:  Approved  a report  endorsing  the  cur- 
rent committee  structure  and  appointed  all  commit- 
tees for  Fiscal  Year  1972-73. 

Staff:  Accepted  the  resignation  of  Edwin  F.  Smith. 
Executive  Director.  Named  James  M.  Moffett  to  po- 
sition of  acting  Executive  Director,  effective  May  15. 
and  instructed  the  Committee  on  Long  Range  Plan- 
ning to  investigate  details  of  a management  study. 

Next  Meeting:  10:00  a.m.,  Wednesday.  May  10. 
Macon  Hilton  Hotel. 
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PUBLIC  AND  PROFESSIONAL  EDUCATION 

LAMAR  S.  MCGINNIS,  M.D.,-  Decatur 


Does  the  American  Cancer  Society  only  ring  a bell  with  you  in  the  spring, 
when  a volunteer  calls  for  a contribution?  If  so,  then  perhaps  you  are  missing 
some  valuable  benefits  to  be  gained  from  knowledge  of  our  local  division  activities 
in  Georgia. 

The  State  Board  of  Directors  is  continually  engaged  in  promoting  educational 
activities  for  the  public  and  the  profession.  Many  take  advantage  of  these  programs, 
while  many  others  do  not.  Better  participation  is  our  goal,  and  ultimately,  im- 
proved patient  care. 

Education  of  the  public  and  education  of  the  profession  go  hand  in  hand.  Ostomy 
patients  learn  of  improved  techniques  for  the  care  of  their  ostomies,  with  the 
latest  convenience,  methods  and  equipment,  through  our  “Ostomy  Counseling  and 
Rehabilitation  Program,”  then  the  profession  fulfills  these  expectations,  in  hos- 
pital, office,  and  home  care.  Patients  find  breast  lumps  through  “Self-Examina- 
tion,” then  obtain  appointments  with  physicians  and  have  these  lumps  properly 
assessed  and  acted  upon.  Post  mastectomy  patients  needing  exercise  programs, 
prostheses,  and  psychological  support,  then  have  the  “Reach  to  Recovery”  program 
made  available  to  them.  Patients  desiring  a “Cancer  Detection  Examination”  are 
able  to  get  an  appointment  with  a physician  that  will  carry  out  this  examination 
completely,  including  a proctosigmoidoscopic  examination,  and  offer  the  patient 
the  reassurance  that  at  least,  no  cancer  was  detected  at  that  time. 

The  “Day  of  Cancer,”  held  each  year  in  conjunction  with  the  Atlanta  Post- 
graduate Medical  Assembly,  should  be  supported  by  excellent  attendance.  Fine 
programs  such  as  “Advanced  Mammary  Cancer,”  held  at  St.  Joseph’s  Hospital; 
“Chemotherapy  of  Solid  Tumors,”  held  at  Callaway  Gardens;  “Nuclear  Medicine,” 
held  at  Emory;  and  “Current  Concepts  in  the  Diagnosis  and  Treatment  of  Head 
and  Neck  Tumors,”  to  be  held  June  9-10  in  Augusta,  should  have  better  than  the 
usual  60  to  70  physicians  in  attendance.  Suggestions  for  programs  should  be  for- 
warded to  the  Georgia  Division  of  the  American  Cancer  Society. 

In  1948  the  University  of  Michigan  made  a survey  on  public  knowledge  re- 
garding cancer  on  request  from  the  American  Cancer  Society.  They  found  the 
American  public  had  very  little  information  regarding  cancer.  Cancer  was  closeted 
in  darkness  with  myths  and  old  wives’  tales.  A tremendous  public  education 
campaign  was  launched,  based  on  the  “Seven  Danger  Signals.”  In  my  opinion,  these 
seven  danger  signals  remain  as  the  most  important  information  to  be  imparted  to 
the  public  regarding  early  detection  of  cancer.  Their  early  recognition,  followed 
by  appropriate  action,  is  more  feasible  and  practical  than  an  annual  physical  ex- 
amination, at  this  time. 


* Member,  Professional  Educational  Committee,  State  Board  of  Directors,  Georgia  Division,  American 
Cancer  Society. 
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Early  detection  and  treatment  remain  the  hallmark  of  success  in  cancer  therapy. 
The  differences  in  survival  for  early  and  late  stages  of  cancer  are  exemplified  by 
these  statistics  for  relative  five-year  survival;  breast — early,  85  per  cent,  late,  53 
per  cent;  cervix — early,  78  per  cent,  late,  45  per  cent;  colon  and  rectum — early, 
69  per  cent,  late,  39  per  cent;  bladder — early,  69  per  cent,  late,  20  per  cent.  Nothing 
is  as  vital  to  early  detection  and  treatment  as  well  informed  doctors,  nurses,  and 
dentists.  Thus,  the  American  Cancer  Society  began  professional  education  pro- 
grams in  1949,  and  these  continue  today. 

The  Georgia  Division  of  the  American  Cancer  Society  stands  ready  with  films, 
monographs,  bulletins,  the  Journal  “CA,”  and  a Speakers  Bureau,  along  with  the 
many  fine  programs  listed  above  and  more.  An  extremely  competent  and  dedicated 
staff  is  available  to  assist  in  any  way  with  public  or  professional  education.  Please 
support  the  division  and  call  upon  it  for  assistance. 

365  Winn  Way  30033 


HIGHLIGHTS  OF  COUNCIL 

May  10,  1972 


Executive  Committee  Recommendations  to  Coun- 
cil: (1)  Approved  reimbursement  of  $10,000  to 

Georgia  Chapter,  American  Cancer  Society;  (2)  Ap- 
proved restoring  budgets  to  full  amounts  requested; 
(3)  Approved  increase  in  auto  travel  allowance  from 
lOy  to  120  per  mile;  (4)  Approved  travel  expenses  for 
Executive  Committee  of  Council  except  when  meet- 
ing with  AMA  and  Council. 

Long  Range  Planning:  Advised  that  AMA  would 
be  asked  to  conduct  management  survey  of  MAG 
structure  as  recommended  by  Executive  Committee. 

Building  Expansion:  Approved  $750  for  an  ap- 
praisal of  the  sale  value  of  MAG  Headquarters 
Building  and  property. 

Georgia  Medical  Care  Foundation:  Heard  Dr. 
Dowda  advise  that  check  for  $21,560  representing 
the  Foundation’s  total  indebtedness  to  the  MAG  had 
been  sent  to  MAG. 

Health  Access  Stations:  Heard  GRMP  report  that 
Ocmulgee  Medical  Society  was  opposed  to  location  of 
Health  Access  Station  in  Rochelle  (Wilcox  County) 
but  that  other  societies  in  the  area  approved.  Council 
approved  the  idea  of  another  meeting  between  GRMP 
officials  and  Ocmulgee  Medical  Society. 

Private  Facilities  for  Diagnostic  Procedures:  Ap- 
proved submission  of  a Supplemental  Report  of  Coun- 
cil for  the  House  of  Delegates  urging  use  of  private 
laboratory  facilities  for  diagnostic  work. 


Velia  Group:  Authorized  Dr.  John  T.  Godwin  to 
draft  letter  to  the  Governor  opposing  the  type  ser- 
vices provided  by  the  Velia  Group  on  the  basis  that 
such  services  are  now  available  through  pathologists 
across  the  state  at  no  cost  to  the  state. 

Physician’s  Assistants:  Requested  Dr.  Haverty  to 
appoint  task  force  to  work  with  the  Board  of  Medical 
Examiners  to  define  physician’s  assistants  duties. 

Auxiliary:  Heard  final  Council  report  from  Mrs. 
George  W.  Statham  and  thanked  her  for  her  support. 


AREA  STROKE  FACILITY 

St.  Joseph’s  Infirmary  has  received  a grant  from  the 
Georgia  Regional  Medical  Program  to  establish  an 
Area  Stroke  Facility.  The  facility  will  develop  a com- 
prehensive approach  to  stroke  care  and  will  provide 
educational  services  to  physicians,  area  hospitals,  stroke 
patients  and  their  families.  Request  for  information 
about  the  educational  services  or  patient  referrals  may 
be  accomplished  by  contacting  the  admission  office  at 
St.  Joseph’s  Infirmary  (area  code  404-525-4681),  or 
the  Director  of  the  Area  Stroke  Facility,  Dr.  William 
H.  Stuart  (area  code  404-261-9121). 


256 


J.M.A.  GEORGIA 


HEART  PAGE 


INDICATIONS  FOR  CEREBRAL  ANGIOGRAPHY 
IN  CEREBROVASCULAR  DISEASE 


A Neurologist’s  Approach 


WILLIAM  H.  STUART,  M.D.,  Atlanta 

T^he  development  of  CEREBRAL  ANGIOGRAPHY,  uscd  in  association  with  clin- 
ical skills,  has  increased  the  diagnostic  accuracy  in  cerebrovascular  disease.  The 
question  then  is  not  whether  to  use  cerebral  angiography,  but  when  is  it  indicated 
in  the  stroke  patient. 

A set  of  rules  describing  the  indications  for  cerebral  angiography  is  not  pos- 
sible. Although  some  broad  guidelines  can  be  established,  each  case  has  to  be  con- 
sidered on  its  own  merits  and  the  exact  form  of  angiography  to  be  undertaken 
must  similarly  be  determined  on  the  merits  of  the  individual  case.  Factors  such  as 
age,  concurrent  medical  diseases,  preexisting  neurologic  deficits  and  the  availabil- 
ity of  adequate  diagnostic  facilities  are  all  important  in  determining  what  should 
be  undertaken.  The  only  dogma  that  can  be  applied  to  cerebral  angiography  is 
that  the  angiogram  should  not  be  utilized  as  a screening  procedure  for  vague 
neurological  complaints.  In  these  situations,  benign  noninvasive  screening  proce- 
dures such  as  brain  scan,  EEG,  skull  series  and  lumbar  puncture  should  be  used 
as  well  as  careful  clinical  follow-up  and  accumulation  of  additional  data  that  might 
provide  a more  specific  reason  for  angiography. 

In  a broad  sense,  most  patients  with  evidence  of  increased  intracranial  pres- 
sure, transient  cerebral  ischemic  attacks,  extracranial  bruits  with  minor  focal  neu- 
rologic deficits  and  focal  neurologic  deficits  of  unexplained  cause,  should  have  cere- 
bral angiography  performed.  Within  this  group,  there  will  be  specific  contraindica- 
tions to  the  study  and  certainly  outside  of  this  group,  there  will  be  patients  who 
have  additional  specific  indications  for  angiography. 

The  selection  of  a diagnostic  procedure  is  a more  difficult  question.  The  clin- 
ician ideally  needs  a comprehensive  view  of  the  patient’s  intracranial  and  extra- 
cranial vasculature  on  a dynamic  basis,  using  rapid  sequence  serial  angiography. 
Single  shot  films  for  purposes  of  evaluating  extracranial  cerebrovascular  disease 
are  generally  not  adequate  to  evaluate  the  intracranial  vasculature  and  to  ex- 
clude the  presence  of  non-vascular  intracranial  disease,  such  as  malignancy  and 
other  mass  lesions.  All  too  often  the  patient  will  require  an  additional  arteri- 
otomy,  compounding  the  risk  that  is  associated  with  these  procedures  when  single 
shot  angiography  is  performed  as  the  initial  procedure.  In  our  experience,  femoral 
catheter  angiography  with  selective  visualization  of  the  carotid  and  vertebral  ar- 
teries, as  well  as  the  aortic  arch,  and  subsequent  rapid  sequence  AP  and  lateral 
injections  of  the  carotid  arteries  and  usually  the  vertebral  artery,  provide  a com- 
plete evaluation  of  the  patient.  The  use  of  biplane  technique  has  reduced  the 
numbers  of  injections  necessary  to  accomplish  this  procedure  and  consequently 
reduce  the  patient  risk. 

The  practices  outlined  above  are  in  no  way  an  attempt  to  limit  the  techniques 
of  angiography  but  are  a statement  of  the  neurologist’s  approach  to  the  evalua- 
tion of  cerebrovascular  disease. 

265  Ivy  St.,  N.E.  30303 

Prepared  at  the  request  of  the  Committee  on  Professional  Education  of  the  Georgia  Heart  Association. 
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NEW  MEMBERS 

Medical  Center 
Columbus,  Georgia  31902 

3576  Chamblee  Tucker 
Road 

Atlanta,  Georgia  30341 

P.  O.  Box  148 
Thomasville,  Georgia 
31792 

1676  Mulkey  Road 
Austell,  Georgia  30001 

1170  Cleveland  Ave. 

East  Point,  Georgia  30344 

5368  Peachtree  Road 
Chamblee,  Georgia  30341 

Central  State  Hospital 
Milledgeville,  Georgia 
31061 

Memorial  Drive 
Dalton,  Georgia  30720 

Medical  Center 
Columbus,  Georgia  31906 

770  Hemlock  St. 

Macon,  Georgia  31201 

410  Darling  Ave. 

Waycross,  Georgia  31501 

1275  McConnell  Dr. 
Decatur,  Georgia  30033 

2701  N.  Decatur  Rd. 
Decatur,  Georgia  30030 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

901  N.  Parrish  Ave. 

Adel,  Georgia  31620 

Hamilton  Memorial  Hos- 
pital 

Dalton,  Georgia  30720 

3300  Memorial  Drive 
Decatur,  Georgia  30032 

Medical  Center 
Columbus,  Georgia  31906 

2601  Parkwood  Drive 
Brunswick,  Georgia  31520 


SOCIETIES 

The  Floyd  County  Medical  Society  plans  to  ask  the 
county  commission  to  increase  its  funding  of  indigent 
patient  care  and  to  underwrite  a program  to  attract 
new  doctors  to  the  Rome  area. 

The  Medical  Association  of  Atlanta  heard  a report 
on  operation  of  a mobile  coronary  care  unit  in  Co- 
lumbus, Ohio  at  their  April  meeting.  Dr.  Richard 
Lewis,  acting  director  of  Ohio  State  University's  di- 
vision of  cardiology  was  guest  speaker. 

PERSONALS 

First  District 

Ilhan  M.  Ermutlu  of  Savannah  presented  in  form  a - 
tion  about  the  Georgia  Regional  Hospital  in  Savannah 
and  how  it  serves  Glynn  County  to  a meeting  of  the 
Glynn  County  Association  for  Mental  Health  in  April. 

Arnold  P.  Mulkey  of  Millen  was  named  Rotar\' 
“Man  of  the  Year”  for  that  city  at  a banquet  spon- 
sored by  the  Millen  Rotary  Club  in  April. 

John  Brewton  Rabun  was  named  a fellow  of  the 
American  College  of  Radiology  at  that  organization's 
49th  annual  meeting  in  April.  Dr.  Rabun  is  from  Sa- 
vannah. 

Second  District 

Vance  Watt  of  Thomasville  has  been  named  chief 
of  medical  staff  at  Archbold  Memorial  Hospital,  suc- 
ceeding Dr.  Huddie  L.  Cheney. 

Third  District 

W.  McCall  Calhoun,  of  Buena  Vista,  has  been 
named  to  Who's  Who  in  America,  1972  publication. 

Dan  Callahan  of  Warner  Robins  was  awarded  the 
U.  S.  Air  Force's  Exceptional  Service  Award  in  April. 

C.  Daniel  Cabaniss  of  Columbus  has  been  named 
assistant  dean  for  medical  administration  at  the  Co- 
lumbus Medical  Center  by  Dr.  Arthur  P.  Richardson, 
dean  of  the  Emory  University  School  of  Medicine. 

Fifth  District 

Pangiotis  N.  Symbas  of  Atlanta  was  noted  in  an 
April  article  in  the  Atlanta  Journal  for  his  develop- 
ment of  the  autotransfusion  procedure. 

Harold  S.  Ramos  of  Atlanta  has  been  named  assist- 
ant dean  at  Crawford  W.  Long  Hospital  by  Dr.  Arthur 
P.  Richardson,  dean  of  the  Emory  University  School 
of  Medicine. 

Tenth  District 

William  H.  Moretz  has  been  elected  the  new  presi- 
dent of  the  Medical  College  of  Georgia  by  the  Re- 
gents of  the  University  System. 


Beaird,  Robert  L.,  Jr. 
Muscogee — Associate 

Billips,  William  C. 
DeKalb — -Active — Oph 

Bolton,  Richard  S. 
T-B-G — Associate — Ph 


Cohen,  Richard  W. 

Cobb — ^Active — Or 

Durrett,  Donald  M. 
Fulton — Active — R 

Hatfield,  Hugh  A. 
DeKalb — Active — GP 

Henderson,  Warren  S.  P. 
Baldwin — ^Active — Su 

Houser,  Frank  M.,  Jr. 
Whitfield — Active — Pd 

Hulsey,  Wayne  G. 
Muscogee — Associate 

Konigsberg,  Charles,  Jr. 
Bibb — Active — Ph 

Labiche,  Henry  M.,  Jr. 
Ware — Active — Path 

Lobel,  A.  Beata 
DeKalb — Active — Pd 

Luckett,  James  M. 
DeKalb — Active — R 

Meyer,  Carol  F. 
Richmond — Active — Pd 

Rodriguez,  Humberto 
S.  Ga. — Active — Su 

Sapp,  Philip  B. 

Whitfield — ^Active — Er 


Strom,  Carl  H. 

DeKalb — Active — PM 

Wallace,  Douglas  W. 
Muscogee — Associate 

Weiss,  Edward  A. 
Glynn — Active — N 
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DEATHS 

Oscar  Ranee  Styles,  Sr. 

Oscar  Ranee  Styles,  Sr.,  died  April  24  in  Emory 
Hospital  after  a short  illness.  He  was  83. 

Dr.  Styles,  a resident  of  Cedartown  since  1941,  was 
a member  of  the  First  Baptist  Church,  a Mason,  mem- 
ber of  the  Yaarab  Temple  and  a director  of  the  Car- 
rollton Federal  Savings  & Foan  Association. 


Graduating  from  Emory  University  School  of  Med- 
icine in  1915,  he  opened  his  first  office  in  Bowdon,  be- 
fore moving  to  Cedartown  in  1941. 

Dr.  Styles  is  survived  by  his  widow,  the  former 
Hattie  Mae  Sims  of  Cedartown;  one  daughter,  Mrs. 
J.  V.  Ham  of  Cedartown;  one  son,  O.  R.  Styles,  Jr.,  of 
Cedartown;  four  grandchildren  and  five  great-grand- 
children. 


THE  MONTH  IN  WASHINGTON 


House-Senate  differences  and  time  pressures  may 
well  stall  congressional  action  this  year  on  the  three 
major  health  measures  before  the  lawmakers  . . . na- 
tional health  insurance,  health  maintenance  organiza- 
tions ( HMD’s ),  and  the  Social  Security  Amendments 
to  medicare  and  medicaid. 

The  death  knell  for  national  health  insurance  in 
this  Congress  may  have  been  rung  by  House  Ways 
and  Means  Committee  chairman  Wilbur  Mills  ( D- 
Ark.),  who  now  says  he  doubts  if  he  will  hold  even 
executive  sessions  on  the  controversial  measure. 

The  medicare-medicaid  amendments  (H.R.l)  which 
contain  the  professional  standards  review  organization 
plan  (PSRO),  medicare  for  the  disabled,  and  other 
amendments  to  the  Social  Security  law,  seem  to  face  a 
rocky,  uphill  road  in  the  Senate.  One  of  the  many 
controversial  measures  in  the  bill  is  Senator  Fong’s 
(D-La.)  catastrophic  protection  measure.  To  date 
Chairman  Fong  has  failed  to  sell  the  catastrophic 
proposal  to  a majority  of  his  fellow  members  of  the 
Senate  Finance  Committee.  To  make  Long’s  road  even 
tougher  to  travel  are  grumblings  from  Mills  over  in 
the  House  that  he  won’t  buy  the  catastrophic  proposal, 
nor  PSRO  as  presently  written.  But  Long  is  a wiley 
maneuverer  and  the  chances  that  the  Senate  can  come 
up  with  a version  of  H.R.l  satisfactory  to  the  House 
are  still  not  completely  dead. 

HMO  Proposals 

Not  yet  quite  counted  out  this  year  are  the  HMO 
proposals  in  both  the  Senate  and  House.  Senator  Ed- 
ward Kennedy  (D-Mass.)  insists  he’s  going  to  push 
hard  and  swiftly  for  his  sweeping  HMO  plan,  but 
Administration  and  House  health  lawmakers  view  Ken- 
nedy’s plan  as  too  expensive,  too  rigid.  Settling  these 
differences  and  working  out  a satisfactory  compromise 
in  limited  time  remaining  for  Congress  might  be 
tough. 

The  Administration  says  the  Kennedy  HMO  bill 
could  cost  individuals  $600  a year,  a family  of  four, 
$2,400.  The  Kennedy  plan  was  also  criticized  for  the 
scope  of  benefits  proposed  and  for  too  rigid  require- 
ments on  what  makes  up  an  HMO  by  HEW  Secretary 
Elliot  Richardson. 

Testifying  before  Kennedy’s  health  subcommittee, 
Richardson  compared  the  individual  cost  of  $240  a 


year  estimated  in  the  Administration  bill  with  the 
$600  estimate  for  Kennedy’s  plan.  The  senator  chal- 
lenged the  figure,  suggesting  that  it  would  be  closer  to 
$400. 

Tight  Restrictions 

Richardson  said  “tight  restrictions’’  in  the  senator’s 
measure  “would  exclude  individual  practice  HMD’s,  or 
medical  foundation  plans  in  urban  areas  from  federal 
support  and  this  would  create  a severe  disincentive  to 
their  formation.’’ 

The  HEW  Secretary  also  took  issue  with  Kennedy’s 
plan  for  an  HMO  trust  fund  to  cover  the  costs  of 
premiums  for  people  who  can’t  afford  them.  Pro- 
visions for  federal  financing  of  health  services  should 
not  be  included  in  a health  delivery  systems  bill  but 
in  a national  health  insurance  proposal,  Richardson 
said.  “Moreover,  the  earmarking  of  particular  fed- 
eral tax  receipts  for  specific  purposes  is  inconsistent 
with  the  basic  principles  of  good  budget  management.’’ 

Kennedy’s  bill  would  go  beyond  the  Administration 
bill  by  requiring  that  HMD’s  provide  mental  health 
and  dental  care  among  other  benefits. 

“The  approach  in  your  bill  is  over-elaborate,”  Rich- 
ardson said.  “The  more  comprehensive  the  benefit 
package,  the  fewer  the  organizations  will  qualify,”  he 
said.  “That  is  why  the  Administration  bill  has  taken 
a quite  general  benefit  approach.” 

Urges  Caution 

The  American  Medical  Association  has  urged  Con- 
gress to  observe  a “flashing  yellow  light  of  caution” 
before  rushing  into  large-scale  HMO  programs. 

Testifying  before  the  House  Subcommittee  on 
Health  and  Environment  were  John  R.  Kernodle,  M.D., 
Burlington,  N.  C.,  vice  chairman  of  the  AMA  Board 
of  Trustees,  and  Russell  B.  Roth,  M.D.,  Erie,  Pa., 
speaker  of  the  Association’s  House  of  Delegates. 

Dr.  Kernodle  said  that  “considerable  funds  have  al- 
ready been  allocated  for  HMD’s.  We  urgently  need  to 
evaluate  these  initial  efforts.” 

The  North  Carolina  group  practitioner  told  the  sub- 
committee that  the  AMA  favors  a pluralistic  system  of 
medical  care. 

“We  believe  different  methods  of  medical  care 
should  be  allowed  to  compete  freely  in  the  market- 
place to  satisfy  varying  public  demands,”  he  said. 
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Satisfactory  Method 

“We  strongly  believe  that  no  one  method  of  medical 
care  can  satisfy  all.  No  one  method  of  care  should  be 
imposed  and  no  one  method  should  be  so  heavily  sub- 
sidized or  otherwise  encouraged  as  to  undermine  the 
working  of  free  choice. 

“Believing  in  a pluralistic  approach  we  feel  that 
HMO's  merit  trial.  But  the  basis  should  be  limited, 
experimental.  The  possible  benefits  to  health  in  terms 
of  service  rendered  and  their  possible  efficiencies  in 
terms  of  cost  reduction  should  then  be  objectively 
measured  against  the  possible  shortcomings  and  de- 
ficiencies.” 

Dr.  Kernodle  noted  that  the  Administration  has 
made  110  planning  and  development  grants,  and  is  re- 
questing $27  million  in  a supplemental  budget  for  this 
year  and  $60  million  next  year  to  speed  these  pro- 
grams. 

“Conceivably,”  he  said,  “the  HMO  could  solve  some 
of  our  problems.  But  that  is  not  yet  proven. 

“HMO’s  could  represent  a giant  step  backwards  to 
a type  of  contract  medicine  the  public  rejected  half  a 
century  ago.” 

Record  of  Failure 

Dr.  Kernodle  said  that  even  in  recent  years  contract 
medicine  has  had  a “sobering  record  of  failure — the 
passing  of  the  Rip  Van  Winkle  group  in  Hudson, 
N.  Y.,  declining  enrollments  in  the  Community  Health 
Association  of  Detroit  and  the  Inter-County  Hospital 
Plan  of  Johnston,  Pa. — all  these  signals  flash  a bright 
yellow  caution  light.” 

The  AMA  official  questioned  “the  ability  of  the 
HMO  to  fulfill  the  public  hope  for  the  kind  of  medical 
care  they  want  at  a low  cost.” 

“We  question  too  that  the  type  of  practice  offered 
in  an  HMO  will  attract  a substantial  segment  of  the 
medical  profession,”  he  added. 

“I  hope  I have  suggested  that  there  is  much  reason 
to  proceed  with  caution.  We  should  first  gain  experi- 
ence with  test  models  and  see  if  they  fly  before  we 
order  a whole  fleet. 

“Considerable  funds  have  already  been  allocated 
for  HMO’s.  What  is  urgently  needed  now  is  a sound, 
objective  mechanism  with  which  to  evaluate  the  initial 
efforts.” 

Cautious  Expansion 

In  his  testimony.  Dr.  Roth  also  urged  the  subcom- 
mittee members  to  be  cautious  in  expanding  HMO  pro- 
grams. He  said; 

“The  federal  government  has  already  made  some  110 
grants  for  planning  and  for  feasibility  studies  for 
HMO’s.  But  the  results  of  these  studies  and  plans  are 
as  yet  unknown  in  terms  of  the  quality  and  extent  of 
the  services  which  can  be  provided,  their  accessibility 
to  beneficiaries,  the  cost  of  providing  them,  and  their 
acceptability  to  consumers  and  providers  alike. 

“We  believe  that  the  present  range  of  federally 
funded  experimentation  is  quite  adequate  to  provide 
most  of  the  desired  answers  in  a few  years.  On  the 
other  hand,  we  believe  that  the  announced  goal  of 
having  HMO’s  available  to  80  per  cent  of  the  popu- 
lation within  a decade  is  indefensible  overpromise.” 


Dr.  Roth  concluded,  “We  further  propose  a mora- 
torium on  the  funding  of  additional  planning  for,  or 
subsidy  of,  HMO  operation  until  existing  experimental 
programs  can  be  evaluated  in  terms  of  quality  of  ser- 
vice, efficiency,  availability,  and  economy.” 

X-Ray  W arning 

Mobile  x-ray  equipment  should  not  be  used  for  gen- 
eral-population surveys  for  tuberculosis  and  other  chest 
diseases,  says  a statement  by  the  American  College  of 
Chest  Physicians,  American  College  of  Radiology,  and 
the  Food  and  Drug  Administration. 

The  equipment  used  in  many  parts  of  the  country 
“is  not  productive  as  a screening  procedure  for  chest 
disease  detection,”  the  statement  says. 

The  joint  statement  supercedes  a 1958  policy  decla- 
ration by  the  U.  S.  Surgeon  General  that  said  mass 
chest  x-rays  should  be  conducted  “selectively”  with 
groups  “at  high  risk  of  tuberculosis  infection.” 

The  new  policy  was  indicated  “in  large  part  by  the 
fact  that  tuberculosis  is  now  almost  nonexistent  in 
many  regions  of  the  country,”  said  Merlin  K.  DuVal, 
M.D.,  HEW  Undersecretary  for  Health  and  Scientific 
Affairs.  “The  use  of  mobile  equipment,  which  re- 
quires relatively  higher  levels  of  x-ray  exposure  than 
fixed  equipment,  simply  cannot  be  justified.”  Records 
of  the  number  of  mobile  x-ray  units  still  being  used  are 
not  available.  Twenty-eight  states  had  registered  one 
or  more  x-ray  vans  for  use  in  1970,  but  several  of 
these  have  since  discontinued  use  of  the  equipment. 
The  1970  information  will  be  updated  after  luly  1, 
this  year,  the  FDA’s  Bureau  of  Radiological  Health 
said. 

The  new  policy  recommends  full  size  x-ray  film 
when  x-ray  screening  of  selected  population  groups  is 
essential.  The  recommendation  is  intended  to  discour- 
age the  use  of  photofluorographic  equipment  that  uses 
a fluoroscope  screen  in  combination  with  miniature 
photographic  film. 

Military  M.D.  Pay 

In  hopes  of  retaining  and  attracting  sufficient  num- 
bers of  physicians  in  the  armed  forces  without  resort- 
ing to  a continuation  of  the  physician  draft,  the  Ad- 
ministration offered  Congress  a special  pay  program 
under  which  military  physicians  could  earn  above 
$40,000  a year. 

Under  the  plan,  the  military  services  are  authorized 
to  give  physicians  as  much  as  $17,000  a year  in  extra 
pay.  This  would  be  on  top  of  $350  a month  above 
the  base  pay  for  their  rank  after  two  years  of  service. 

The  bill  also  continues  the  special  pay  provision 
now  in  effect,  but  that  would  expire  when  the  draft 
ends,  of  $100  a month  additional  for  the  first  two 
years  of  service.  At  present,  the  $100  a month  is  in- 
creased to  $350  a month  in  steps  after  two  years  of 
service.  However,  the  bill  speeds  the  process  up  by 
inaugurating  the  $350  monthly  special  pay  immediate- 
ly after  two  years.  The  $17,000  continuation  pay  is  a 
maximum  and  most  physicians  would  not  receive  this 
much.  Thus  after  two  years,  a military  physician 
could  earn  at  most  the  salary  of  his  rank,  plus  $350  a 
month,  plus  $17,000  a year. 

The  bill  also  provides  that  public  health  service 
commissioned  corps  officers  could  receive  up  to  four 
months  additional  pay  per  year  over  their  military 
rank  salary  for  signing  up. 
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Abuse  Contribution 

Federal  researchers  reported  that  findings  from  re- 
cent national  surveys  challenge  the  view  that  the  pre- 
scribing habits  of  American  physicians  may  contribute 
to  the  rising  incidence  of  drug  abuse. 

Drs.  Mitchell  Balter,  Ph.D.,  and  Jerome  Levine, 
M.D.  of  the  National  Institutes  of  Mental  Health  say: 

“Our  data  indicate  that  most  private  practitioners,  if 
anything,  err  in  the  conservative  direction,”  in  pre- 
scribing psychotherapeutic  drugs.  They  see  little  like- 
lihood that  doctors  contribute  to  drug  abuse  by  creat- 
ing physical  dependence  among  their  patients. 

Less  than  half  of  those  surveyed  who  showed  “high 
levels  of  phychic  distress”  had  used  any  psychothera- 
peutic medication  obtained  on  prescriptions  during 
the  past  year. 

In  the  study,  43  per  cent  of  the  males  and  54  per 
cent  of  the  females  who  had  used  prescription  psycho- 


therapeutic drugs  during  the  past  year  had  a high  level 
of  psychic  distress,  indicating  treatment  had  been 
necessary. 

Other  general  findings  include: 

• No  evidence  for  claims  that  Americans  are  chronic 
users  of  psychotherapeutic  drugs. 

• Americans  are  conservative  in  their  attitudes  to- 
ward using  tranquilizers.  Most  agree  that  doctors  pre- 
scribe such  drugs  more  than  they  should,  and  held  it 
is  better  to  use  willpower  to  solve  problems,  which 
tranquilizers  may  cover  up. 

• Despite  national  differences,  the  rate  of  prescrip- 
tions filled  in  the  U.  S.  is  similar  to  rates  found  in 
several  European  countries.  That  is  slightly  more  than 
five  prescriptions  per  person  per  year. 

The  conclusions  were  drawn  from  NIMH  sponsored 
studies  designed  to  gather  data  on  prescriptions  filled 
in  U.  S.  drugstores,  on  the  prescribing  behavior  of 
private  physicians,  and  on  pattern  of  drug  acquisi- 
tion and  usage  among  adults. 


SYMPOSIUM  ’72  A SUCCESS 

The  recent  Cobb  County  Symposium  ’72  “The  Search  for  Relevance  in  The 
Seventies,”  the  7th  annual  Symposium  co-sponsored  by  the  Cobb  County  Medical 
Society  through  the  Committee  on  Medicine  and  Religion,  was  extremely  success- 
ful and  attracted  physicians  from  as  far  away  as  South  Dakota;  Winston-Salem, 
North  Carolina;  and  Richmond,  Virginia.  The  program  was  video-taped  by  WGTV- 
channel  8,  Athens,  Georgia,  and  later  on  highlights  of  the  conference  will  be  pre- 
sented in  a 30-minute  color  television  program  on  channel  8.  Newspaper  announce- 
ments will  be  made  later  about  the  showing. 

It  might  be  of  interest  to  note  that  the  dates  for  Symposium  ’73  will  be  April 
26-27,  1973,  and  will  be  entitled  “The  Creation  of  Man.”  Featured  on  this  pro- 
gram will  be  Dr.  Paul  Ramsey,  Professor  of  Religion  at  Princeton.  He  was  for  two 
semesters  Joseph  P.  Kennedy,  Jr.  Foundation  Visiting  Professor  of  genetic  ethics 
at  Georgetown  University  Medical  School.  Also,  he  has  written  many  books  in- 
cluding “Fabricated  Man — The  Ethics  of  Genetic  Control”  and  “The  Patient  as 
Person.”  Rabbi  Alvin  J.  Reines,  who  holds  a Ph.D.  from  Harvard  University,  will 
also  be  featured  on  the  program  for  ’73.  He  is  Professor  of  Jewish  Philosophy  at 
the  Hebrew  Union  College-Jewish  Institute  of  Religion,  Cincinnati,  Ohio. 

Anyone  who  would  like  to  be  on  the  mailing  list  for  Symposium  in  the  future 
should  write  to  Cobb  County  Symposium,  Kennesaw  Junior  College,  Marietta, 
Georgia  30060. 


JUNE  1972,  Vol.  61 


261 


CLASSIFIED  ADVERTISING 


EMERGENCY  SERVICE  PHYSICIAN — 450  bed 
general  hospital.  Southwest  Ga. ; active  emer- 
gency room  service;  contract  with  $35,000 
minimum,  plus  2 weeks  vacation;  must  have 
Ga.  license.  Contact  Administrator,  Phoebe 
Putney  Memorial  Hospital,  Albany,  Ga. 
31702,  (912)  436-5741. 

OB-GYN  needed.  Ideal  location  for  solo  or 
group  practice.  Rapidly  growing  area.  Pop- 
ulation now  33,000,  expected  to  reach  60,000 
by  1980.  Served  by  62-bed  general  hospital, 
JCAH  fully  accredited.  900  births  annually 
in  service  area.  Present  active  Medical  Staff 
consists  of  7 GP’s  (none  are  accepting  OB 
cases).  Service  area  has  no  OB-GYN.  E.R. 
room  staffed  24  hrs.  a day  by  group  of  E.R. 
physicians  on  contract.  Just  40  minutes  from 
dntn.  Atlanta  on  1-75.  For  further  details, 
contact  William  B.  Quillian,  Jr.,  M.D.,  41 
Nelson  St.,  Cartersville,  Ga.  30120,  (404) 
382-1225,  or  hospital  administrator,  F.  L. 
Mulkey,  P.O.  Box  508,  Cartersville,  Ga. 
30120,  (404)  382-1530. 


FOR  RENT:  1972  Dodge  Travco  Motor  Home. 
Fully  equipped.  Sleeps  7.  $300 /week  plus 
10  cents /mile  after  1st  500  miles.  Forest 
Jones,  M.D.,  (404)  633-4595  or  636-4793. 

BEN  CASEY  DREAM — Professional  office 
space  in  progressive  Cobb  County,  plenty  of 
parking.  Adjacent  to  very  active  dental  clinic. 
Will  remodel  to  suit  your  needs.  Lease  with 
option  to  buy.  Call  Joe  Reno:  (404)  432- 
9361. 

THE  MEDICAL  ASSOCIATION  OF  GEORGIA 
has  received  a grant  from  the  National  Cen- 
ter for  Health  Services,  Research  and  De- 
velopment. The  funded  project  is  called  Ex- 
perimental Medical  Care  Review  Organiza- 
tion. The  Medical  Association  of  Georgia  is 
accepting  applications  for  the  position  of 
project  director.  Applicants  must  be  physi- 
cian licensed  to  practice  in  Georgia.  Interested 
parties  should  submit  a curriculum  vitae  to 
Mr.  A.  R.  Jahlonowski,  Associate  Director. 
Medical  Association  of  Georgia,  938  Peach- 
tree St.,  Atlanta,  Ga.  30309. 


V. 

S 

I 


5 


I 


DEAISrS 


Adventure  in  Sport  ■ Adventure  in  Sport 


Your  leisure  hours  are  valuable. 

Let  Deanes  help  you  make  the  most  of  them. 

We  know  that  time  is  important  to  successful 
professional  men,  and  that,  in  both  work  and  play, 
they  insist  on  unquestioned  quality. 

So  we  outfit  you  quickly  and  expertly  with 
the  equipment  and  apparel  for  your 
favorite  sport.  Come  let  us  provide  you 
with  all  you  need  to  get  greatest  pleasure 
from  your  valuable  leisure  hours. 

B2V  Roswell  Road,  NW/Atlanta,  Georgia/Sandy  Springs  Plaza/252-8706 
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